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CKÆRALL AIMS & OBJECTIUES
Reàea/Lch
Backg^und
Deàplte ah extanàiva amount titeaatuAe, the, cauàet eattng dtàohdehà, 
Anohexta Nehvoàa and Buttmia NeAvoàa aemain uncteah. Eattng cUàoadeAà tend ta 
be viewed cu> muttl-detehmlned àyndAomeà with a vantety interacting 
components. One o^  these components may be childhood sexual abuse.
A number studies have investigated the possible association between 
childhood sexual abuse and eating disorders and these ^all into two groups - 
controlled retrospective studies and uncontrolled and anecdotal studies. The 
controlled studies carried out to date contain several methodological problems 
- mostly concerning poorly matched controls, poor methods information 
collection and biased selection of subjects.
Aims & Objective^
The aim of this research study is to investigate the association between 
childhood Sexual abuse and eating disorders. In order to address some of the 
methodological issues inherent in previous studies, groups with either a 
primary presenting problem of sexual abuse or eating disorder will be compared 
to populations with other psychiatric problems and a general stress comparison 
group.
Rationale
Since eating disorders constitute a large part of the referrals to Clinical 
Psychologists, improving the understanding of the development of these 
disorders will not only add to academic knowledge but will be helpful in early
and appropriate assessment, the development of appropriate treatment 
strategies and in prevention.
The researcher also has a special interest in eating disorders and has been 
involved in the treatment of such clients as well as in developing services 
for clients who have eating problems. Such a study would therefore be useful 
in developing a need based Clinical Psychology service for these clients as 
well as contribute to a currently popular research question.
The Hypothesis
Sexual abuse will be more likely to be present in a group with eating 
disorders than either a psychiatric or general problem comparison group.
The Method
All referrals to the Clinical Psychology service in a primary care setting 
will be screened by the Clinical Psychologist as follows.
The first assessment interview will be carried out as per usual practice and 
if the client meets with the inclusion criteria, they will be told about the 
research study and given the questionnaire pack to complete at home. It will 
be stressed that their participation is voluntary and that it will not affect 
any ongoing contact with the Clinical Psychologist. Prior to handing the 
questionnaire pack, the Clinical Psychologist will mark on the pack their VSM 
11/ diagnostic category. When they hand in the questionnaire pack the Sexual 
Events Interview will be carried out by the Clinical Psychologist.
Inclusion criteria will be -
Age range of 17 - 45 years 
Consecutively referred women
Clients with psychotic features will be excluded
Clients with physical conditions affecting weight such as thyroid 
functioning and diabetes will be excluded 
Clients who are pregnant will be excluded
Research Design -
There will be four experimental groups 
Eating disorders group 
Sexual abuse group
Psychiatric problems group as defined by OSM IV 
Coping with life problems group
The questionnaire pack will include
Beck Depression Inventory-Revised 
Beck Anxiety Inventory-Revised 
Rosenberg self-Esteem Scale 
Sexual Identity Scale 
The McMaster family Assessment Device 
- The Eating Disorder Inventory 
Locus of Control Scale
The interview schedule will be
The Sexual Events Questionnaire
A data sheet will be attached to obtain basic data such as age, occupation. 
Social class, etc.
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ACADEMIC
OVERALL AIMS & OBJECTIVES 
Critical Review 7
Cur/tent issues on assessment and symptomatology of adult male survivors of 
Sexual abuse.
Background
The majority of the documented literature to date is on the existence and
effects of sexual abuse in females, there are large gaps in the knowledge base
relating to males. In addition most of the existing literature on males 
contains very little on the long term consequences of childhood sexual abuse. 
It is therefore difficult to understand comprehensively and treat effectively 
such referrals.
Aims & Objectives
The aim of this review is to present a comprehensive insight into the long
term consequences of male sexual abuse.
Rationale
Since gender differences in society may lead to the experiences of male sexual 
abuse being qualitatively different to females, it is important to gather as 
much information as possible in order to provide the most appropriate form of 
intervention.
In addition, the author has over the past two years been referred a number of 
male clients who have been abused as children and it would therefore be of 
personal benefit to be able to comprehensively understand the issues 
associated with such experiences.
Procexhi/ie
The plan will be to gather information on the following:
The definition of sexual abuse
Prevalence
Trigger factors
Long term effects, investigated through both controlled and 
uncontrolled studies
Differences between female and male survivors of sexual abuse 
Recommendations for further research
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CRITICAL REVIEW 2
The costfbenefit of employing CZlnicaZ Psycfiologists in G.P.'s suAqeries 
Background
Following the introduction of the Tomlinson report { 7997 ) and the introduction 
of fund-holding, general practitioners have taken over as the main providers 
of health care, with a shift in focus and funding from secondary to primary 
care. With this change, G.P.'s have started employing Clinical Psychologists 
within their surgeries together with other mental health professionals such 
as Psychiatric nurses. Counsellors, etc.
In this current changing and competitive climate, it is important to evaluate 
the Clinical Psychologist's role in primary care as well as Justify costs.
Aims & Objectives
To evaluate the costJbenefit of employing Clinical Psychologists in G.P.'s 
surgeries both in terms of the type and quality of service offered as well as 
financial costs.
Rationale
Existing literature has focused on what Clinical Psychologists do in G.P. 
surgery settings and how it differs to secondary care settings. Good enough 
reasons for why Clinical Psychologists should be involved in providing such 
a service have not been evaluated. It is therefore important to assess given 
the change of services from secondary to primary, the limited manpower of 
Clinical Psychologists and the economic climate of today's health care, what 
the benefits of employing Clinical Psychologists would be to primary care.
It is also of particular relevance to the author since she is based in a 
primary care setting.
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Plan
The plan Is to gather Information on the following
Changes in the NHS and therefore changes in working practice for 
Clinical Psychologists
Patient and Purchaser needs in the community 
Which therapies
Which therapists are most suitable 
— Costs
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CRITICAL REVIEW 3
CURRENT DEVELOPMENTS IN THE PSVCHOLOGV OF BINGE EATING 
Background
Binge eating is Seen as the 'core' of Bulimia Nervosa and also occurs in 
Anorexia Nervosa. However, Since the publication of VSM IV (7994) Binge Eating 
has taken on a significance in it's own right since Binge Eating Disorder is 
included as a diagnostic category.
Aims & Objectives
To provide a 'state of the art' review on the psychology of binge eating. 
Rationale
Clients with binge eating difficulties comprise a large part of an eating 
disorders caseload since it is present in Bulimia nervosa. Anorexia nervosa, 
and Obesity. It is therefore relevant to understand differences in clinical 
symptoms if this exists as well as overlap.
The author has been involved in developing a psychology service for clients 
with eating disorders within a primary care setting and apart from such 
knowledge being important to this work in order to develop a service that 
suits the client, a specific project has been set up between the dietetics 
speciality and psychology which is specifically for obese clients who are 
binge eaters. This review is seen as vital for this project.
Plan
The definition of binge eating
Etiology - to include antecedent factors, maintaining factors and
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consequences as well as exploration of existing models on the etiology 
of binge eating.
Similarities and differences In binge eating In Anorexia nervosa, 
bulimia nervosa and obesity.
Clinical features of Binge Eating disorders
14
CLINICAL PROJECT
WORKING WITH NON-GENERAL PRACTITIONERS IN FUND-HOLVING GENERAL PRACTITIONER 
SURGERIES.
Background
Following ike Tomlinson report (7997) the new model of provision in primary 
care has been to provide locally based, locally delivered health services run 
by the G.P. with input from local specialists. This new model of provision 
includes shared care skills, walk-in centres and out-patient clinics based in 
primary care settings. These out-patient clinics have also been termed 'out­
reach' clinics.
Clinical Psychology is one of the specialities within an out-reach clinic and 
Some work has been carried out looking at practice needs from psychology 
services. These studies have looked at G.P. 's needs. However, it is also very 
relevant to assess the needs from psychology of other specialities based in 
such fund-holding surgeries.
Aims & Objectives
To investigate the psychology needs of a multitude of services based in a fund 
holding surgery in order to assess what these specialities' understanding of 
a Clinical Psychology service is, together with trying to obtain a 
comprehensive list of needs in order to develop a comprehensive and effective 
service. Based on the results of the survey , it will also be decided on how 
to set up a clinical psychology project in one of the specialities and how one 
might through this go about meeting service needs.
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Rationale
Referrals to Clinical psychology are now made by not only the G.P. but a 
variety of professionals in primary care. It is therefore essential to find 
out the needs of these different groups to develop both an academic 
understanding on the application of psychological principles in a variety of 
settings to a variety of difficulty, but also to develop clinical packages to 
provide an effective service.
The assessment of these needs is also valuable to Clinical psychology as a 
profession. We need to be aware of training needs to suit the requirements of 
such outreach clinics as well as decide on whether this is an appropriate way 
forward for the profession.
Method
The sample will consist of Consultants and Heads of Service, one from each 
Speciality, in a large fund holding practice.
All participants would be interviewed by the author on their views of the 
existing psychology service and on their needs from the psychology service.
Based on this a service specification will be drawn and a pilot project put 
into practice.
16
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THE ASSOCIATION BETWEEN CHILDHOOD SEXUAL ABUSE AND THE DEVELOPMENT OF AN 
EATING DISORDER.
ABSTRACT
This study investigated the association between childhood sexual abuse and the 
development of an eating disorder in later life. Forty women who were 
referred by their G.P. to an out-patient Clinical Psychology service either 
because of sexual abuse, an eating disorder, or psychiatric difficulties in 
addition to a general stress control served as subjects. Each subject 
completed a series of self report questionnaires and standardized interview 
to assess sexual abuse.
The results indicated that there were a number of similarities between the 
sexual abuse group and eating disorders group, although the eating disorder 
group had distinctive features of perfectionism, and maturity fears. However, 
the sexual abuse group also showed some features in common with the 
psychiatric group ( anxiety, depression and relationship issues). It was 
concluded that the experience of sexual abuse may be associated with a variety 
of psychological difficulties which may include Bulimia Nervosa.
77
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CHAPTER 1
Background
Recent studies in non clinical and clinical populations have attempted to 
clarify whether childhood sexual abuse is an antecedent to the development of 
an eating disorder. Commonly shared features such as low self-esteem, shame 
and a negative attitude towards sexuality and physical appearance have been 
suggested to be important in the etiology of eating disorders. However, the 
available data is variable and unreliable due to shortcomings of the research. 
This research study aims to take into consideration some of these shortcomings 
in order to assess the possible role early childhood sexual abuse plays in the 
development of an eating disorder.
Eating Disorders 
Definition
Anorexia Nervosa (AN) and Bulimia Nervosa (BN) are two patterns of disturbed 
eating behaviour that can occur separately or together.
AN is characterised by a refusal to maintain body weight at, or above a 
minimally normal weight for age and height and a loss of at least 25% of 
original body weight; an intense fear of gaining weight; distortion of body 
image and in post-menarchal women, amenorrhea of at least three consecutive 
months duration (DSM IV, 1994)
BN is characterised by recurrent episodes of binge eating, followed by induced 
vomiting, laxative abuse and/or exercise (DSM IV,1994) as well as other
IS
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overlapping features of AN such as a disturbance in the way body shape or 
size is experienced and a fear of gaining weight. Amenorrhea may, or may not 
be present.
People with AN and BN can be further subdivided according to the nosologies 
of Russell (1985) and Fairburn (1986) into those with restricting Anorexia 
Nervosa (RAN), Bulimic Anorexia Nervosa (BAN), Bulimia with a history of 
Anorexia (BN/hist AN) and Bulimia without a history of Anorexia (BN).
DSM IV (1994) has also suggested a new category of eating disorders, termed 
Eating Disorders Not Otherwise Specified (EDNOS). This includes Binge Eating 
Disorder (BED) and other eating disorders which have over-lapping features of 
AN and BN but which do not have all defining characteristics.
Incidence
The incidence of eating disorders is thought to be high, although figures are 
inevitably imprecise especially for BN due to the secretive nature of the 
disorder. Further confusing incidence and prevalence figures arise due to 
subclinical versions of both disorders, i.e. clients who do not show full 
blown characteristics of the disorder as defined by DSM IV. It has been 
suggested that up to a quarter of women have some form of eating disorder. 
(Button & Whitehouse,1981).
Aetiology
Despite an extensive literature, the cause(s) of eating disorders remain 
unclear. Indeed, the search for a single cause has largely been abandoned, 
eating disorders tending to be viewed as multidetermined syndromes, with a
19
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variety of interacting components. The components suggested have included 
physical/biological factors (Hudson et al, 1983; Strober et al, 1990), 
psychological factors (Bruch,1973, Johnson & Conners,1987) family factors 
(Strober et al, 1987; Szmukler et al, 1985) and socio-cultural factors (Garner 
and Garfinkel, 1980; Striegel Moore et al, 1986; Garner, 1993).
Hsu (1983) suggests that "adolescent dieting provides the entree into an 
eating disorder. If such dieting is intensified by adolescent turmoil, low 
self and body concept and poor identity formation". He further suggests that 
the risk is increased if there is a family history of affective disorder or 
alcohol/substance abuse; whilst other risk factors may include personality 
traits such as long standing feelings of ineffectiveness, over control of 
emotionality and conformity.
However, little is known about the relative contribution of different classes 
of factors, how they interact and how specific they are to eating disorders 
or whether they are common to psychiatric disorders in general.
Existing models of aetiology together with a proposed model which forms the 
basis of the present research study are outlined in Chapter 2.
Whether the subgroups of AN and BN have different aetiology is also unclear. 
Garner & Garfinkel (1980) suggest a more fundemental difference between RAN 
and BAN. They argue that clients with RAN show features of obsessive- 
compulsive disorder and high perfectionism, as well as being introverted and 
emotionally inhibited. Clients with BAN are more likely to be impulsive, 
depressed, socially dysfunctional, sexually adventurous and with high levels
20
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of emotional disturbance. Mickalide and Anderson (1985) indicate that clients 
with BN experience more psychopathology than those with RAN, and also note 
that those with BN score higher on body dissatisfaction subscales and "drive 
for thinness". They suggest that AN is a relatively more "successful" illness 
in accomplishing goals, thus creating less psychological distress - some of 
the psychopathological features being seen as symptomatic rather than 
causal.The aetiology of BED is also unclear. Binge eating is said to increase 
with increasing adiposity and impulsivity is said to be a defining feature 
(Spitzer et al, 1992).
Clinical Features
Anorexia nervosa
The cardinal feature of AN is always the relentless and tenacious pursuit of 
thinness. There are various physical complications through the effects of 
dieting and starvation. Mood changes will include ecstatic mood in the early 
days followed by depression as the condition continues. Behaviours include 
boundless energy in the early days with constant activity, secretiveness,and 
obsessive rituals. Impairement of relationships due to the restriction and 
isolation posed by eating habits is common.
Bulimia Nervosa:-
The main feature of BN are the various purging behaviours which include 
laxative abuse, vomiting and excessive physical exercise. Various physical 
complications arise due to binge eating, vomiting and laxative abuse as well 
as the effects of starvation in BAN clients. Mood changes are common with high 
scores on hopelessness, helplessness and despair. High levels of depression
27
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and anger are generally present. Impairement of relationships due to poor self 
esteem is common.
Sexual Abuse 
Definition
There are a number of definitions of sexual abuse, thus confusing research in 
this area. According to Nelson(1987) it is "..the molestation of a child or 
teenager by any adult or by any person that the child or teenager sees as a 
figure of trust or authority". Molestation includes
a. "contact" activities - eg.touching, oral sex, penetration,etc
b. "non-contact" sexual activities - eg. being forced to view pornographic 
material, view sexual activity,etc.
Further confusion has been added by some researchers including "covert" sexual 
activités (eg. "accidently-on-purpose" touching, obscene phone calls or 
flashers) in this definition.
Bentovim (1987) defines sexual abuse as consisting of two overlapping but 
distinguishable types of interaction.
a. Forced or coerced sexual behaviour imposed on a child and
b. sexual activity between a child and a much older person whether or not
obvious coercion is involved.
22
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Incidence
Of the 3,800 children in England & Wales, newly registered on the Child 
Protection Register as being sexually abused in one recent year (Dept, of 
Health, 1992), about a third will have been abused by young people, mostly 
boys; and two thirds by adults, about 95% of whom will be men. Most will have 
been abused within the family by a trusted adult.
Studies of sexual abuse in the general population indicate that there is a 
prevalence rate of 27%-51% for sexual abuse where contact activities are 
involved and 31%-67% if non contact experiences are included (Russell,1983; 
Wyatt,1985; Bagley & Ramsay,1986).
In a study of intrafamilial and extrafamilial sexual abuse in 930 sexually 
abused women in San Fransisco, Russell (1983) obtained the following results. 
16% had at least one experience of intrafamilial sexual abuse before the age 
of 18 years. 12% reported at least one such experience before the age of 14 
years. 31% reported at least one experience of extrafamilial sexual abuse 
before the age of 18 years and 20% at least one such experience before the age 
of 14 years.
When both categories of sexual abuse were combined, 38% reported at least one 
experience before the age of 18 years and 28% before the age of 14 years. Only 
10% of the intrafamilial and 6% of the extrafamilial abuse was ever reported 
to the Police.
Sexual abuse therefore seems to be widespread but is often not reported to the 
Authorities.
23
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Aetiology
Initial approaches have focused on unitary causal factors to sexual abuse and 
include
a. the Psychopathic model - this sees the parent as the primary cause of 
the problem and suggests various predispoditions of abusive 
individuals. These include a tendency to have a distorted perception of 
their dependents (Rosenberg & Reppucci, 1983),being depressed and 
self-centred (Hyman, 1980) and with a history of having been either 
abused themselves, neglected or witnessing violence as children (Hunter 
et al, 1978)
b. Social and environmental model - this takes into account external 
factors that can promote family violence such as low wages and 
unemployment (Krugman,1986), social isolation (Gabarino,1977) 
overcrowding and poor housing (Skinner & Castle, 1969), the role of 
violence in society and cultural values that influence parents 
standards of caregiving. (Gil,1970)
c. Special victim model- This suggests that certain children may in 
someway be instrumental in being vulnerable to abuse. (Gil, 1970). 
Examples include prematurity, low birth weight, illness and handicap 
(Lynch & Roberts,1977, Starr, 1988).
Today, individual models have been abandoned for an integrated 
approach. (Browne, 1988). This assumes that violence in the family is influenced 
by situational factors, such as family relationships, problem children, etc;
24
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structural factors such as poor housing, unemployment,etc and the impact these 
have on interactions. Browne's model is outlined in figure 1.
fig 1.1- Browne's model on the aetiology of sexual abuse 
Clinical Symptoms
No su p p o rt/in secu re  re la tio n s
.«  ----------------
Reduces b u ffe r
; S tand ards  of  
tp o ren tin gS u pport/S ecure
E p iso d ic
overloadS tre s s
Porento l
investm ent = S y s te m o tic  =  =  
o v e r lo a d
S p iro l of violence (vic ious cycle-positive 
feedback for s tress )
C yc le  o f coping (negative  feedback  for stress)
PHYSICAL AND EMO TIO NAL  
NEGLECT
PA R E N T-C H ILD
IN T E R A C T IV E
RE LA T IO N S H IP
'B U F F E R '
CLASS AND C O M M U N ITY  
V alues regard ing  v ia le n c e -  
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IM M E D IA T E  
P R E C IP IT A T IN G  
S IT U A T IO N S  
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A rgum ent
SO C IA L IZA TIO N  E X P E R IE N C E  
Abuse and neg lect 
Role model of vio lence  
Aggressive in te ro c tio n s
PSYCHOPATHIC STATES  
P e rs o n a lity  t ra its  
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Poor contro l 
Psychological d isorders
SOCIAL PO S IT IO N  OF PARENT  
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1 Single physical ossault 
Z Em otional violence ond 
verba l a tta cks  
3  R epeated  physical assault
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In any discussion on the impact of sexual abuse on the individual it is 
important to bear in mind that comparison among studies is difficult due to 
varying definitions of abuse and methodologies used. The only study that has 
used standardised assessment techniques and suitable comparison groups is the 
Tufts Research Team Study (1984). Findings from this and other studies are 
detailed below.The impact of sexual abuse has been divided into initial 
effects and long term effects. Initial effects are those occurring within two 
years of termination of abuse and include fears (Tufts team study,1984), 
anxiety (Tufts,1984), depression (Anderson,1981), anger & hostility 
(Tufts, 1984), guilt (Anderson, 1981), sleep disturbance (Anderson, 1981), change 
in eating habits (Anderson,1981) and innappropriate sexual behaviour 
(Tufts,1984).
Long term effects include depression (Bagley & Ramsay,1986; Sedney & 
Brooks,1984) feelings of isolation and poor self esteem (Bagley & 
Ramsay,1985), self destructive behaviour (Briere,1984; Bagley & Ramsay,1985) 
a tendency to re-victimization (Russell,1986) substance abuse (Peters,1988) 
and sexual difficulties such as sexual dysphoria, sexual dysfunction, impaired 
sexual self esteem and either avoidance of, or compulsion towards, sexual 
activities (Meiselman,1978; Herman,1981; Briere,1984).
26
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The type of sexual abuse and its impact has been well documented. Groth (1978) 
suggested that the greatest trauma in sexual abuse is caused if
a. it continues for a long period of time,
b. occurs with a more closely related person,
c. involves penetration and/or contact sexual activities
d. is accompanied by aggression.
McFarlane (1978) has added the following to this
a. if the child participates to some degree
b. if the parents have an unsupportive reaction to the disclosure of the
abuse and
c. the child is older and thus cognizant of the cultural taboos that have 
been violated.
Eating Disorders and Sexual Abuse - an Association?
A number of studies have attempted to elucidate the relationship between 
sexually abusive experiences in childhood and the development of an eating 
disorder. Most of the studies to date fall into two categories - controlled 
retrospective studies and uncontrolled and anecdotal studies. Some of these 
are summarised by Pope et al (1992) (see Table 1).
21
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Uncontrolled or anecdotal studies
Table 1.
Summary of uncontrolled studies with samples of 10 or more patients as 
reviewed by Pope et al (1992)
STUDY SUBJECTS CRITERIA USED TO 
DEFINE S.A.
RESULTS
Oppenheimer et 
al,1985
33 BN; 36 AN and 
9 mixed
Broad 24% of BN S's 
had s.a. and 29% 
of the whole 
sample had s.a.
Sloan & 
Leichner,1986
Descriptive 
details of 5 in­
patients with 
e.d. and s.a. 
also comment 
that 39% new 
inpatients had 
past s.a.
intermediate
Bulik et al 1989 35 BN narrow 29% had s.a.
Root & Fallon 
1988
172 BN narrow 28% had s.a.
Lacey,1990 112 BN narrow 7% had s.a.
(s.a. = sexual abuse in history definition of sexual abuse - broad = very wide 
category to include non contact and contact activities, includes obscene phone 
calls,flashers, etc; narrow = includes contact activities only)
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It would appear that the first four studies support the hypothesis that there 
is an association between sexual abuse in early life and BN. However, the 
studies have used a number of different definitions of sexual abuse and in 
some studies the sexual abuse was noted to occur after the development of an 
eating disorder.Lacey's (1990) study is the only non controlled study that 
indicates no association between sexual abuse and BN.
Calam & Slade (1989)in a large scale study of 130 undergraduate students on 
the Eating Attitudes Test and the Sexual Events Questionnaire found no 
significant correlation between childhood sexual experiences and eating 
scores.
29
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Controlled Retrospective studies
Table 2 - Controlled studies 
(as reviewed by Pope et al, 1992)
STUDY S's CONTROLS OUTCOME PROBLEMS
Hall et al, 
1989 & Tice 
et al, 1989
56 BN 
and 16 
M
86 in­
patient 
adolescents
50% BN and 50% 
AN as c.f. 28% 
controls had 
history of s.a.
1.no matched 
controls
2.some were 
abused after 
onset of e.d.
3. method of 
evaluating 
s.a. poor
4.
psychiatric
controls
Ross et al, 
1989
20 AN/BN 20 panic 
20 schiz 
20 m.p.d.
20% e.d.
10% panic 
10% schiz 
80% m.p.d. had 
s.a.
1.sex of 
controls
2.psychiatric 
controls
Stuart et 
al,1990
30 BN 15 depressed 
100 controls
on sex 
molestation 
item 
50% BN
40% depressed 
28%control
1.controls 
super­
normal
no psychiatric 
diagnosis even 
in 1st order 
probands
Folsom et 
al, 1989
57 BN 
17 AN 
19 both 
9 EDNOS
49 psychiat 
44 college 
grads.
69% e.d. 81%
psychiatric
48%
college
students
1.controls 
poor
2.defn of s.a. 
broad
Steiger & 
Zanko,1990
28AN 
45 BN
21 psychiat 
24 normals
21% AN 
36% BN
33% Psychiatric 
9% normals
1.criteria for 
s.a.
poorly
defined.
2.controls not 
representative
Finn et al 
1985
61
abused
women
26 non
abused women
no significant 
association
(panic=panic disorder; schiz=schizophrenia;m.p.d.=multiple personality 
disorder, EDNOS=Eating Disorders Not Otherwise Specified, 
Psychiat=psychiatric, grads=graduates)
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These studies have produced conflicting findings about the possible 
association between sexual abuse and the development of an eating disorder. 
As Pope et al (1992) note this may be due in part to methodological problems 
with the studies. For example
a. control groups used - many of the studies do not match groups for 
gender,and some use psychiatric subjects or students as controls; 
neither of which are very representative.
b. methods of obtaining information - some use self report questionnaires, 
some use structured interviews, whilst others use unstructured 
interviews. In addition, the definitions of sexual abuse varies between 
studies.
Another review by Conners & Morse (1993) confirm these critisisms.
Recent studies have attempted to overcome some of these problems although they 
are still not without their difficulties. Waller's (1991) study of 67 AN and 
BN clients indicated that clients with BN with no history of AN were more 
likely to report a history of sexual experiences than the other subgroups of 
AN. He suggests that although sexual abuse per se does not cause eating 
disorders, it may affect the nature of the disorder. Interestingly, this study 
found no difference between questionnaires and interview as methods of 
eliciting information about sexual abuse.
In a more recent study ( Pope et al, 1994) , groups of American, Austrian and 
Brazilian women were compared for rates of sexual abuse and BN. The data did
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not support the hypothesis that sexual abuse was associated with BN since few 
reported the onset of sexual abuse before the development of BN.
The most methodologically sound study to date is that carried out by Welch & 
Fairburn (1994) comparing clients with BN in the community and hospital with 
psychiatric and community controls. Their results indicate that a history of 
sexual abuse was more frequent in the community subjects with BN (26%) as 
compared with community controls (10%). However, there was no significant 
difference between subjects with BN and other psychiatric controls (24%).
The authors therefore suggest that sexual abuse is a risk factor for 
psychiatric disorders in general rather than BN in particular.
In summary, it would seem that methodological issues have made it difficult 
to draw conclusions about the association between sexual abuse and eating 
disorders. Problems include the following.
1. Prevalence - since there is a high incidence of eating disorders and a 
high incidence of sexual abuse, it may be that the two occur together 
by chance rather than one being associated causally with the other.
2. Controlled studies and control groups used - There have been few 
controlled studies investigating this link and many of the controlled 
studies have tended to use poorly matched controls, where the incidence 
of sexual abuse may be higher anyway - eg, psychiatric groups as 
controls. Also, many of the subjects for the studies have been in­
patient groups - these may be a highly atypical sample since in-patient
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groups tend to represent the most severely disturbed spectrum of eating 
disorders. Due to the lack of population studies, it is innappropriate 
to generalize the results obtained.
3. Unsatisfatory definition of sexual abuse.
4. Poor evaluation of sexual abuse using a variety of assessment tools.
5. Lack of attention to the timing of the sexual abuse in relation to the
onset of the eating disorder.
6. Lack of blind assessment.
7. Effort after meaning, i.e. subjects may tend to over report sexual
abuse as a way of understanding their difficulties.
Summary
This chapter has explored the background to eating disorders and sexual abuse 
and also looked at studies that have explored the association between sexual 
abuse and eating disorders. A number of methodological problems within these 
studies have been raised. Partly due to these problems, the results of the 
studies carried out to date have been variable. It is therefore important, 
to carefully evaluate potential links between eating disorders and sexual 
abuse in order to understand possible aetiological and risk factors.
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CHAPTER TWO 
THE ETIOLOGY OF EATING DISORDERS
The aim of this chapter is to present a model for understanding the aetiology 
of eating disorders and to suggest where sexual abuse may fit in.
There are two main models of eating disorders. The most widely used is the 
model proposed by Slade (1982). This uses a conceptual framework of functional 
analysis and is applicable to AN and to BN which follows AN.
In this model, AN is seen as an adaptive strategy which although initially 
triggered by innocuous psychosocial stimuli, later in the context of two major 
setting conditions ( general dissatisfaction with life and self and 
perfectionism); predispose the individual to self and bodily control. The 
rewards of this control maintain the behaviour.
BN which follows AN is seen as developing from two reasons - first, due to 
physiological deprivation which brings about a re-bound effect of food 
craving/préoccupâtion; and second following in-patient admission, as an 
alternative control technique to cope with re-feeding.
This model does not describe the development of BN in it's non-anorectic form 
since this is seen as either developing from a number of pathways or as due 
to a 'heterogeneous collection of psychological mechanisms'.
The second model, is that proposed for BN by Lacey et al (1986).This sees 
socio-cultural, familial and individual factors as underlying the problem;
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triggering factors being loss or change and maintenance factors including 
carbohydrate craving.
The question that arises is whether these factors or pattern of factors also 
exist as possible etiological mechanisms for populations with other 
psychological difficulties or for other groups of eating disordered clients.
The model below (2.1) combines ideas from both above models to form a unitary 
model and attempts to explore within this why individuals may show different 
symptoms. In addition, the model suggests where and how sexual abuse may 
influence the development of an eating disorder.
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Antecedent events for all eating disorders are seen as multifactorial and 
include socio-cultural, family and individual factors.
Socio-cultural factors (1) include three areas - (a.) the pressure for 
thinness and the cultural beliefs attached to weight and shape (b.) women's 
role in society and (c.) the symbolic nature of food.
Garner and Garfinkel (1980), Garner (1993) and Streigel Moore et al (1986) 
stress the expectation in Western cultures for thinness in women. They 
indicate that there is therefore a cultural pressure to diet. An increase in 
dieting behaviour has been noted in a number of studies including both adults 
and children. (Fossen, 1990; Davies and Furnham, 1986). Garner et al (1993) 
have also indicated a greater cultural pressure for thinness in women in 
higher social classes. Related to the drive for thinness are cultural values 
attached to weight and shape. Thinness is promoted as a symbol of beauty and 
success, whilst fatness is equated with laziness and self-indulgence. This 
evaluation is culturally biased, since in some cultures fatness is seen as a 
symbol of wealth and prosperity.
With regards to women's role in society, Edwards (1987) states that not only 
are women identified in society by their bodies but are stereotypically linked 
to food and the kitchen, with women being seen as the 'carers'. Many feminists 
see AN as reconciling the conflicting pressure to be passive, dependent and 
all giving (feminine) and yet be independent, successful and a high achiever 
(masculine).
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The third area comprises the cultural values and symbolism placed on food. 
Food symbolises care and comfort and indicates that the emotional connotation 
of food may influence the use of food - either through it's denial or through 
it’s over-use.
Katzman et al (1984) observes cultural differences in the quantities of food 
expected to be consumed by men and women. Often men are expected to and 
accepted for eating a larger quantity of food. This implies that there may be 
social labelling of what constitutes a 'normal' meal. Often what women may 
perceive as a 'binge' may be perceived as a 'normal' meal for men.
The second predisposing factor leading to the expression of an eating disorder 
relates to the family. Regardless of the varying methodological quality of 
available research, there is some convergent evidence for certain salient 
features. These come under four main headings. 1.Family Demographic features,
2.Family psychiatric and medical history, 3. Eating and related experiences 
within the family and 4. Family interactional style.
Family demographic features -
Research has indicated that there is an over-representation of the higher 
social classes among clients who have eating disorders. (Askervold,1983; Heron 
& Lehemp, 1984). Comparison between sub-groups indicates some variability. 
Garfinkel , Moldofsky & Garner (1980) indicate no significant difference 
between restricting and bulimic anorectic clients, while Vandereyken & 
Pierloot (1983) indicate that bulimic anorectic clients are more frequently 
found among the lower social classes than are restrictive anorectic clients.
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Several descriptive studies ( Halini,1975; Theander,1970) suggest increased 
parental age at the time of the proband's birth.No consistent pattern is noted 
with regards birth order of identified clients.
Family psychiatric and medical history -
Halmi et al (1991) summarise family psychiatric histories in eating disorders. 
They describe a high rate of affective disorder, obsessive-compulsive 
disorder, aggression and psychosexual dysfunction. Alcoholism and eating 
disorders in first order probands are also high (Pyle et al, 1981; ). A high 
incidence of physical illness is also reported in these families.
Eating & related experiences -
Adults with eating disorders often describe significant eating experiences 
within the family. Families often are said to have great weight/shape and 
dieting concerns (Morgan & Dally, 1975) with mealtimes frequently being used 
as an arena for acting out family conflicts (Minuchin et al, 1978).
Family relationships -
Observations of family interactions in those with eating problems indicate 
controlling, interdependent family relationships together with parental 
discordance in AN families (Palazzoli 1975; Minuchin et al, 1978); greater 
family dysfunction in AN+ families (Garfinkel et al, 1980); increased history 
of affective disorder, substance abuse and obesity in BN families (Strober et 
al,1981; Hudson,1985) ; and insufficient nurturing, increased hostility, family 
alcohol abuse, obesity and impulsivity in BED families (Strober & 
Humphrey,1987).
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Social Reality approaches also indicate features of deprivation in such 
families due to the parents' inability to meet the infants needs.
As noted earlier, sexual abuse has also recently been suggested as an 
antecedent to eating disorders. Extra-familial and intra-familial abuse will, 
to some extent be affected by socio-cultural and family factors, and it may 
therefore be relevant to position sexual abuse as affecting the model proposed 
at a very early stage.
Women are more frequently the victims of sexual abuse. This may reinforce 
women's role as a potential 'victim' in society, partly through the historical 
position of women in society and also due to women's coping strategies which 
are to do with internalising their responses, i.e. believing it is their fault 
thereby developing negative self attributes and adopting a victim role. Men 
on the other hand externalise their experiences and tend to develop an 
aggressor role.(Achenbach & Edelbrook,1979) A number of forensic studies 
indicate that many male offenders have experienced abusive experiences.
As noted in Chapter 1, certain family factors may make some families more 
vulnerable to abuse.Whether there is an overlap between such family 
characteristics and the characteristics of families who have a member with 
an eating disorder is not known.
The model therefore proposes that socio-cultural factors (1), family factors 
(2) and possibly sexual abuse (3) influence and interact with a variety of 
individual factors (4).
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Individual factors include both psychological and biological factors. Most 
personality studies reflect the methodological perils of retrospective 
analysis, but typically, indicate a picture of those with eating problems as 
introverted, conscientious and well behaved individuals of high intelligence. 
The most consistently noted personality trait is that of perfectionism and 
obsessionality.
Biological factors as derived from genetic studies of concordance rates 
between identical twins (Holland et al, 1988) suggest the inter-generational 
transmission of AN (Strober et al, 1990). A genetic predisposition to obesity 
and a slow food metabolism rate is also noted to be an important factor as is 
the potential for diabetes. Sex differences in fat distribution may also 
contribute to the female bias towards eating disorders.
If these antecedent factors interact with individual factors, it may be 
hypothesised that these would lead to a particular pattern in the shaping of 
a view of self (5) which would include the desire to be thin and sexual 
conflicts. These in turn would bring about low self esteem (6).
These setting conditions may bring about a need for perfectionism and control 
(8) if coupled with perfectionist tendencies (i.e. a belief such as 'I am no 
good therefore I need to be perfect and in control'); or it's converse not to 
be perfect nor in control (8a). (i.e. a belief that 'I am no good, therefore 
I may as well not try). This would generally be due to defeatist tendencies 
and impulsivity. Pathway 8 is the AN pathway; pathway 8a the BED pathway.
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Controlling oneself versus controlling others may be a differentiating factor 
between men and women. Bardwick (1971) reviews evidence from numerous 
psychological studies indicating that, from an early stage, females tend to 
be socially rewarded for affiliation and dependence and for subjugating their 
needs. Consequently their self esteem would be strongly linked with 
interpersonal approval. By contrast, boys are generally rewarded for the 
traits of autonomy, competitiveness and aggression, all of which are more 
consistent with later social and occupational role expectation.As per the 
nursery rhyme...little girls are "sugar & spice and everything nice"; whilst 
little boys are "snips and snails and puppy dogs tails" ! It is therefore more 
likely that women attempt to control themselves (very aptly in this situation 
with sugar and spice, literally!) whilst men attempt to control others. A 
significant and relevant finding from studies for men with AN indicate a lack 
of aggression (Scott, 1988) and less certainty about being adequate within a 
general social environment.
If the pathway 8 controlling oneself is followed, eating behaviours are one 
area readily under one's control. This would then lead to being controlled as 
a way of controlling oneself (9) which would in turn lead to excessive focus 
on weight and shape (10).
Hsu (1983) states that given certain setting conditions, the first step to an 
eating disorder is dieting behaviour (11) ,and suggests that " adolescent 
dieting provides an entrée into an eating disorder ". He further suggests that 
the incidence of eating disorders should be proportional to the incidence of 
dieting behaviours in the given population. Such dieting behaviour appears, 
in the case of eating disorders, to be triggered by specific psychosocial
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stimuli (Slade, 1982). These are generally situations perceived to be 'out 
of one's control' and may include physical aspects such as a growth spurt, an 
unpleasant incident around weight (eg. comment from boy-friend about weight) 
or incidents that come under the heading of 'Loss' (Lacey et al, 1986). These 
factors would also be of relevance to someone who has been sexually abused. 
The growth spurt would trigger unwelcome thoughts of having to deal with one's 
sexuality; and losses may trigger memories of other losses through sexual 
abuse such as for example, the loss of trust, the loss of innocence, change 
of relationship with the abuser, etc.
The consequences of dieting have been well documented (Slade, 1982) and are as 
follows - the individual experiences feelings of success in terms of being in 
control of herself and sees visible proof of this. Being in control and 
focusing on weight and shape also avoids feelings brought about by the trigger 
situation or feeling about the past, and is further reinforced by other's 
attention. In this case dieting will be maintained leading to AN.It could also 
help delay dealing with sexual conflicts.
In the case of BN with a AN history, it would appear that dieting brings with 
it the effects of physiological starvation. This brings about food craving 
which leads to a loss of control over food intake. This will lead to bingeing. 
Since bingeing results in the feeling of loss of control, in order to avoid 
this, compensatory purging behaviours will be followed, in order to reinstate 
the feeling of being in control.
If pathway 8a, not being perfect and in control is followed, this emphasises 
low self esteem bringing a negative attitude towards self (12). Overeating
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(13) occurs as a way of comforting self and avoiding stress and negative 
affect, but with it brings further stress and negative affect. This leads to 
an increase of overeating (14) leading to binge eating disorder. Some of this 
group, anxious about the impact this may have, carry out compensatory 
behaviour leading to BED with Bulimic features.
It is difficult to know what makes some individuals purely bulimic. This model 
(8b) sees BN as a interim state between AN and BED, comprising of those with 
some perfectionist tendencies and some impulsivity. There may also be an 
inability or ambivalence about implementing control. This may then lead to 
bingeing together with compensatory purging behaviours.
This would bring about bulimic behaviour (17).
In summary, the proposed model for the development of an eating disorder is 
multi-modal. It sees core elements as being family and socio-cultural factors 
inter-reacting with individual elements. Sexual abuse is seen as a core factor 
influencing the formation of a sense of self.It is noted that two factors , 
low self esteem and sexual conflict underlie the most important individual 
feature for the start of an eating disorder, which then brings about the need 
to be perfect and in control. One area that is accessible to control is 
weight, and this may be an accessible route for women, due to socio-cultural 
pressures and due to what has historically been their role in society. Dieting 
then triggers the start of this control with several benefits; both internal, 
-being in control of one area of one's life, avoiding trigger conflicts and 
delaying facing sexual conflicts; as well as external social approval . If 
dieting is carried out to an extreme the individual develops AN which then is 
maintained due to the perceived draw-back of giving up such behaviours.
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In the Slade (1982) model, BN following AN is seen as a physiological 
consequence of the starvation effect. This promotes binge eating. However, 
since binge eating is incompatible with a desire for thinness, various 
compensatory behaviours such as purging are carried out to reduce the anxiety 
of having binged and also as a way of feeling back 'in control'.
What brings about pure bulimic features is uncertain but it may be that poor 
motivation, impulsivity or a failure to be able to reinstate dieting coupled 
with conflicting perfectionist tendencies are defining features. Different 
family factors may be also relevant.
Binge eating disorder is seen as arising due to impulsivity and therefore 
difficulty in instating control.
This would then view people with AN as 'succeeding' in their goal of losing 
weight, whilst people with BN are only partly 'successful'. It may also 
indicate that weight loss may not be the primary goal for bulimics but that 
it may be a product of a number of conflicting goals.
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CHAPTER THREE
THE STUDY - AIMS, HYPOTHESES, METHODOLOGY 
Aims & Hypotheses of the Study
Aim
The primary aim of the study is to investigate the association between 
childhood sexual abuse and the development of an eating disorder. In order to 
do this, the frequency of sexually abusive experiences prior to the age of 
developing an eating disorder will be compared in four subject groups - an 
eating disorder group, a sexual abuse group, a psychiatric group, and a 
general stress control.
The secondary aim of the study is to investigate similarities and differences 
between the sexual abuse group and the eating disorder group.
In order to address some of the methodological problems inherent in previous 
studies, suitable controls, well defined assessment procedures and study 
design will be used.
Rationale
Since eating disorders constitute a large part of the referrals to clinical 
psychologists, improving the understanding of the development of these 
disorders will not only add to academic knowledge but will be helpful in early 
and appropriate assessment, the development of appropriate treatment 
strategies and in prevention.
47
Research Project -  PsycbD
The Hypothesis
Sexual abuse will be more likely in a group with eating disorders than either 
a psychiatric or general problem comparison group.
Method
The initial sample consisted of 43 women who were consecutive referrals to a 
surgery based Clinical Psychology service. Three women did not return the 
questionnaires or return for treatment following the initial session giving 
a final sample of 40.
Inclusion criteria
The following criteria were used for selecting the sample.
An age range of 17 yrs - 45 years.
Consecutively referred women.
Clients with psychotic features were excluded.
Clients who were pregnant were excluded as were clients who had physical 
conditions such as diabetes or thyroid functioning which would influence 
variations in eating patterns and weight.
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Research Design
There were four experimental groups.
1. Eating Disorders Group ( to include BN & AN )
2. Sexual Abuse Group (clients who are referred or specifically refer 
themselves for help to cope with the effects of sexual abuse.)
3. Psychiatric/Psychological Problems Group as defined by DSM IV.(eg.
anxiety, depression,etc).
4. Coping with Life Problems group, who have no DSM IV categories but are
nevertheless referred to the Clinical Psychology service (eg. 
relationship problems, lack of confidence, needing career orientation, 
etc)
Groups 3 and 4 constitute controls with group 4 seen to be reflecting most 
closely the characteristics of 'normal' controls.
Procedure
The initial assessment interview was conducted by a clinical psychologist 
(N.K.). Clients meeting the inclusion criteria were informed of the research 
study and given the questionnaire pack to complete at home. The Sexual Events 
Questionnaire was completed in the second session by the psychologist as part 
of their assessment. It was stressed that their participation was voluntary 
and that it would neither affect any ongoing contact they had with the 
Psychologist nor would their treatment plan be affected should they not wish
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to participate. The questionnaires were returned anonymously and clients were 
informed that any information from the questionnaires would have to be brought 
into the therapy sessions by themselves if they wished to. Prior to handing 
out the questionnaires the psychologist noted the client's DSM XV 
classification. The psychologist was available to answer any queries with 
regards the questionnaires but this was not taken up by any of the clients.
Measures
Clients provided basic demographic data, as well as completing the following 
standard psychological measures.
1. Beck Depression Inventory-Revised (BDI-R)
This is a 21 item self-report scale designed to assess the severity of 
depression. The BDI portrays a general syndrome of depression composed 
of three highly correlated first order symptom dimensions: negative 
attitudes, performance impairment and somatic disturbances. The 
Inventory has high internal consistency and high concurrent validity 
with clinical ratings of depression.
2, Beck Anxiety Inventory-Revised (BÂI-R)
This is a 21 item self-report scale designed to assess the severity of 
anxiety symptoms.The BAX discriminates between anxious and non-anxious 
diagnostic groups and evaluates both physiological and cognitive 
symptoms of anxiety.
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3. Rosenberg Self-Esteem Scale (Rosenberg,1965)
This scale consists of ten items to which respondents indicate on a 
four point scale the extent to which they agree/disagree that each of 
the ten statements apply to them. High scores are indicative of low 
self esteem.
4. Sexual Identity Scale (Stern et al, 1987)
This is a four item scale on which respondents indicate on a five point 
scale how masculine or feminine their responses are to four dimensions 
- feel, look, do and interests. Sexual identity is calculated as an 
average of the four dimensions.
5. The McMaster Family Assessment Device (FAD)- Epstein et al, 1983
This fifty three item, self report questionnaire evaluates family 
functioning and is made of up seven scales which measure problem 
solving, communication, roles, affective responsiveness, affective 
involvement, behaviour control and general functioning. Respondents 
rate their agreement/disagreement with how well an item describes 
their families by selecting among four alternative responses, ranging 
from strongly agree to strongly disagree.
6. Eating Disorder Inventory (EDI)- Garner & Olmstead, 1984
This test assesses a number of psychological and behavioural traits
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common in AN and BN. It is a 64 item self-report measure which consists 
of eight sub-scales measuring drive for thinness, bulimia, body 
dissatisfaction, ineffectiveness, perfectionism, interpersonal 
distrust, interoceptive awareness and maturity fears.The respondents 
rate whether each item applies 'always', 'usually', 'often', 
'sometimes', 'rarely' or 'never'.
7. Locus of control scale.(Rotter et al, 1961)
This scale consists of 29 items for which respondents select which of 
two statements is more strongly believed. Twenty three items refer 
directly to the subject's 'externality', six serve as 'fillers' to 
disguise the intent of the instrument.
Scoring is the total of the external responses, the higher the score, 
the more reinforcement is seen to be the product of luck, chance or the 
control of others.
Interview schedules
1. The Sexual Events Questionnaire (SEQ) Russell, 1983
This is an interview schedule where a number of standard questions are 
asked in a wide variety of ways in order to elicit memories of child 
abuse experiences.. This is seen as increasing the chances of tapping 
memories stored under many different categories. Some questions 
stipulate an age limit and others do not stipulate an age limit for the 
occurence of sexual abuse. The questions elicit information on both 
intrafamilial and extrafamilial sexual abuse.
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CHAPTER FOUR
RESULTS
Descriptive Demographic Data
All the Subjects (S's) in the study were women.
The mean ages are shown in Table 4.1 , as follows. 
Table 4.1. Mean age of S's
s.abuse eating
disorder
Psych.gp control total group
31.4 27.0 34.2 32.6 31.3
The mean age for all S's was 31.3 years . The eating disorder group
comprised the youngest group, although the age differences were not 
significant (p= 0.2976).
Social Class of the S's was assessed using the Registrar General's 
classification of Occupations. See table 4.2
Table 4.2. The percentage of S's in each group according to social class.
class s.abuse eating
disorder
psychiat control total
I - 20% 20% 20% 15%
II 30% 40% 40% 30% 35%
III 50% 40% 30% 40% 40%
IV 20% - 10% 10% 10%
The majority of S's were in social class II (351) and III (40%), with a 
tendency for the abuse group to be over-represented in social class III & IV
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and under-represented in Social Class I in comparison to the other groups. 
This is consistent with existing literature.
Data was also collected on the S's marital status. See Table 4.3
Table 4.3. The percentage of S's in each group according to marital status.
category s.abuse eating
disorder
psych.
disorder
control total
single 40% 80% 40% 40% 50%
married 10% 10% 40% 50% 28%
divorced 30% 10% 20% - 15%
separated 20% - - 10% 7%
widowed - - - - -
re­
married
- - - - -
The eating disorder group were over-represented by single women while the 
abuse group were over-represented by divorced and separated women in 
comparison to the total sample.
The ethnic group of S's was also obtained. See table 4.4
Table 4.4. Ethnic group of S's
ethnic
group
s.abuse eating
disorder
psychiat control total
Asian 10% - - - 2.5%
Caucasian 60% 90% 100% 100% 87.5%
African - 10% - - 2.5%
Oriental 10% - - - 2.5%
Afro
Caribean
20% - - - 5.0%
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The sample were predominantly Caucasian, although 40% of the abuse group were 
from other ethnic groups.
The domestic arrangements of S's are shown in Table 4.5.
Table 4.5. Domestic arrangements of S's
s.abuse eating
disorder
psychiat control total
parents 10% 10% - - 5.0%
friend - 20% 10% - 7.5%
partner 20% 20% 40% 50% 32.5%
partner & 
child(s)
20% 10% 20% 20% 17.5%
child(s) 30% - 10% 10% 12.5%
alone 10% 30% 20% 10% 17.5%
other 10% 10% - 10% 7.5%
The mean Body Mass Index (BMI) was calculated as shown in Table 4.6. 
Table 4.6. The mean BMI between groups.
1 s.abuse eating disorder psychiatric control
24.30 (5.28) 20.72 (4.61) 27.14 (4.43) 24.60 (4.34)
(BMI=weight in kg/(height in m). Mild obesity can be defined as a BMI of 25.0- 
29.9; moderate obesity between 30.0-39.9; a BMI of 40.0 or more is indicative 
of severe obesity (Garrow, 1988))
With the exception of the psychiatric group who have a BMI slightly above 
normal, in the mild obesity range, the mean BMI for the other groups lie
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within the normal range. The probability value from the ANOVA is p=0.005, a 
Scheffe test to compare means indicated that the psychiatric group was 
significantly higher than the other groups at the p=0.05 level. Looking at the 
data descriptively, both the sexual abuse group and control group lie just 
below the mild obesity definition, the eating disorder group have a lower mean 
BMI.
The answers on the Sexual Events Questionnaire (SEQ) were categorised 
according to the types of sexual event experienced. The results are shown on 
Table 4.7
Table 4.7. Percentage of adverse sexual events experienced by S's.
sexual event s.abuse eating
disorder
psychiatri control
none - 40% 50% 70%
s.abuse 30% 40% 30% 10%
rape - 10% 10% 20%
other - 10% 10% -
s.abuse & 
rape
30% - - -
s.abuse & 
other
40% - - -
The results indicate a suprisingly high incidence of adverse sexual 
experiences in all three clinical groups compared with controls. The sexual 
abuse group also had a high incidence of other adverse sexual experiences 
subsequent to the abuse. These included rape(30%) and other unwanted sexual 
events (40%) indicating a potential for re-victimization. The sexual events 
in the eating disorder group and psychiatric group are comparable.
These results are depicted graphically in figure C.
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Analyses of Test Results.
The four groups were compared on all the measures administered by a series of 
one way analyses of variance (ANOVA). Post hoc comparison of means ( Scheffe 
tests) were also conducted. Mean scores and group differences are shown in 
Table 4.8
Table 4.8. Statistical Analyses of the Tests Administered.
Test S.A.
x(sd)
E.D.
x(sd)
Psych.
x(sd)
Control
x(sd)
P val. 
sig.
BDI 42.3
(6.0)
(b)
25.5
(15.64)
(a)
33.6
(11.76)
(a)
17.9
(9.80)
(a)
0.0009
**
BAI 35.9
(12.68)
(b)
14.1
(11.01)
(a)
33.3
(23.11)
(b)
9.60
(6.04)
(a)
0.0003*
*
esteem 24.1
(1.20)
(a)
23.3
(2.16)
(a)
21.6
(3.03)
(a)
21.9
(2.23)
(a)
0.0573 
not sig
sex.
attd
290.0
(42.81)
(a)
292.5
(45.72)
(a)
357.5
(63.52)
(a)
382.5
(51.44)
(b)
0.0003
**
LofC 9.3
(5.56)
(a)
5.0
(2.45)
(a)
14.2
(6.75)
(b)
10.5
(6.19)
(a)
0.0036
*
PS 18.4
(2.22)
(b)
16.2
(3.26)
(a)
12.6
(3.69)
(a)
12.5
(2.80)
(a)
0.0001*
*
Comm. 15.4
(3.37)
(a)
16.6
(2.41)
(a)
15.1
(3.03)
(a)
13.6
(1.51)
(a)
0.1143 
not sig
roles 24.4
(1.78)
(b)
20.5
(2.84)
(a)
20.4
(3.98)
(a)
18.2
(1.93)
(a)
0.0002
***
a.r. 18.7
(3.95)
(a)
18.9
(2.60)
(a)
15.6
(3.37)
(a)
13.7
(2.54)
(b)
0.0003
**
a.i. 20.9
(2.29)
(b)
16.4
(3.20)
(a)
15.6
(3.92)
(a)
15.0
(3.77)
(a)
0.0014
***
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b.c. 22.4
(3.33)
(b)
17.4
(2.32)
(a)
19.0
(3.33)
(a)
18.5
(3.03)
(a)
0.0050
*
g.f. 37.9
(4.48)
(b)
34.4
(5.42)
(a)
28.1
(6.64)
(a)
27.4
(5.34)
(a)
0.0002
**
DT 9.6
(3.60)
(b)
16.6
(5.15)
(b)
3.0
(4.64)
(a)
1.4
(1.26)
(a)
0.000
***
BN 9.4
(4.40)
(b)
12.2
(6.46)
(b)
1.5
(3.41)
(a)
1.0
(1.49)
(f)
0.000
**
BD 16.5
(6.29)
(b)
18.7
(5.83)
(b)
8.9
(6.90)
(a)
8.2
(3.88)
(a)
0.0003
**
I 18.9
(5.78)
(b)
19.4
(4.65)
(b)
9.6
(6.33)
(a)
7.8
(6.34)
(a)
0.0001
**
P 6.8
(3.16)
(a)
13.3
(3.97)
(b)
4.3
(3.95)
(a)
5.5
(4.55)
(a)
0.0000
***
ID 12.6
(6.04)
(b)
11.6
(3.27)
(b)
3.4
(3.23)
(a)
3.4
(3.95)
(a)
0.0000
**
lA 14.6
(6.08)
(b)
16.9
(5.20)
(b)
3.6
(4.77)
(a)
3.0
(3.62)
(a)
0.0000
**
MF 2.9
(1.91)
(a)
6.8
(3.19)
(b)
3.3
(2.66)
(a)
3.7
(1.83)
(a)
0.0049
**
(BDI= Beck Depression Inventory; BAI= Beck Anxiety Inventory; 
esteem= Rosenberg self esteem questionnaire; Sex.attd= sexual attitude; LofC= 
Locus of Control; - 7 subscales of the FAD -PS=Problem solving;
Commn=œmmunication;roles; a.r.=affective response;a.i. =affective involvement; 
b. c. =behaviour control; g.f.=general functioning. 8 subscales of the EDI= 
DT=drive for thinness; BN= bulimia; BD=body dissatisfaction; 
I=ineffectiveness; P=perfectionism; ID= interpersonal distrust; IA= 
introceptive awareness; MF= maturity fears.)
(a) and (b) are used to denote similar groups.
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The results of the BDI indicate high depression scores in the sexual abuse 
sample.
The results of the BAI indicate that the sexual abuse group and the 
psychiatric group scored higher on anxiety symptoms than the other groups.
The locus of control scale indicates internalised control in the eating 
disorders, sexual abuse and control groups compared to a more externalised 
locus of control for the psychiatric group.
The results on the sexual attitude scale, i.e. how masculine or feminine the 
S’s perceived themselves indicate that the sexual abuse, eating disorders and 
psychiatric groups were different in their perceptions compared to the 
control group. This may be due to the high number of adverse sexual 
experiences in these groups compared to the control group.
With regards the results on the sub-scales of the FAD, a number of sub-scales 
separated the sexual abuse group from the others. It is relevant to note that 
all the sexually abused S's in the current study had experienced intrafamilial 
sexual abuse. The sexual abuse group scored higher than the other groups on 
the following : problem solving (poor family ability to solve problems 
together as a unit); roles (poor boundaries); affective involvement (low); 
behaviour control (variable rules); and general functioning (greater 
dysfunction). Hoagwood & Stewart (1989) who compared sexually abused and non­
abused children's perception of family functioning using the FAD found similar 
differences. The three dimensions that differentiated between these groups in 
this study were problem solving ; poor role boundaries and general
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functioning.
Interestingly, in a study by Waller et al (1990) using the FAD to assess 
family characteristics of anorectic and bulimic families, the daughter's 
ratings of the family's affective involvement, problem solving and behaviour 
control were powerful predictors of eating disorders.
One sub-scale of the FAD separated the control group from the others. This was 
affective responsiveness. All three clinical groups described poor affective 
responsiveness to their needs from their family. This may therefore indicate 
the importance of this factor in.promoting psychological well-being.
The results of the sub-scales of the Eating Disorder Inventory (EDI) indicate 
an interesting overlap of scores between the eating disorder group and the 
sexual abuse group. Both groups obtained significantly higher scores on the 
following sub-scales in comparison to the other groups: drive for thinness; 
bulimic behaviours ; body dissatisfaction ; ineffectiveness; interpersonal 
distrust and introceptive awareness . However the eating disorder group 
obtained higher scores than the other groups on perfectionism and maturity 
fears.
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CHAPTER FIVE
DISCUSSION
This study was concerned with exploring the association between sexual abuse 
and eating disorders. It was designed to overcome the limitations of previous 
research.
The main hypothesis was that 'sexual abuse will be more likely to occur in a 
group with eating disorders.' The results of the study indicate that this is 
not the case although there are a number of similarities between the sexual 
abuse and the eating disorders group. These are a drive for thinness, bulimic 
behaviour, body dissatisfaction, ineffectiveness, interpersonal distrust and 
interoceptive awareness. These results are consistent with clinical findings 
which reflect the impact that sexual abuse has on liking and disliking one's 
body and what it stands for. This may precipitate a drive for thinness, 
possibly as a way of denying sexuality or punishing oneself and this punitive 
behaviour may be further reflected in bulimic behaviour. It may also be that 
bulimic behaviour is a natural consequence of a drive for thinness as 
indicated in figure 2.1.
Both groups also indicated an internalised locus of control, although this was 
the same as in the normal stress control group.
However, there were also differences between the two groups. The sexual abuse 
group indicated a particular style of family dysfunction. Previous research 
indicates a similar pattern of results in clients with eating disorders 
(Waller, 1990), although this was not confirmed in the present study. The
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sexual abuse group also had higher scores than the other groups on anxiety 
levels.
The eating disorder group was different to the other three groups with regards 
perfectionism scores and maturity fears. Perfectionism has been suggested as 
a cardinal feature in the development of an eating disorder (Slade 1977) and 
this has been confirmed in the current study. Perfectionism has been suggested 
to be the main reason underlying the need to be in control of one's body. This 
factor differentiates the sexual abuse group from the eating disorder group 
since they felt that they had been 'spoilt' by their experiences.
All four groups were similar in their scores on low self esteem and family 
communication style.The distinguishing feature of the psychiatric control 
group was externalised locus of control. The distinguishing features of the 
normal stress control group were a more balanced sexual attitude 
(masculinity/femininity) and positive affective roles in the family.
These findings may indicate that sexual abuse is associated with the 
development of an eating disorder, but that it may also be associated with the 
development of a variety of other psychological issues and as such is not the 
main factor in the etiology of eating disorders, i.e. many clients with sexual 
abuse have secondary features of eating disorders (in this study about 
60%),and/or depression and anxiety. Therefore, they generally comprise of a 
multi- symptomatic group of individuals with mixed and often severe 
psychopathology.
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The strengths of the present study are that previous methodological issues 
with regards the definition of sexual abuse were taken into consideration; 
that control groups were used and that these control groups were recruited 
from the same population as the subject groups and were matched for relevant 
characteristics; that a psychiatric control was used to permit the issue of 
specificity to be examined; and that sexual abuse was assessed by investigator 
based standardised interview and that this took into consideration sexual 
abuse that occurred before the onset of an eating disorder in order to assess 
the impact of it affecting the development of an eating disorder.
The limitations of the study are that it has a small number of subjects and 
as such it is difficult to generalise findings, however, it is hoped that this 
can serve as the template for a larger scale study. The eating disorder group 
should also contain a large sample of different sub-sets of eating disordered 
subjects in order to more specifically examine the association between sexual 
abuse and the development of a specific sub-set of eating disorder. It would 
also be of interest to note any differences in eating and family behaviour in 
subjects who have experienced only sexual abuse, those who have experienced 
only physical abuse and those who have experienced both. This study as with 
other studies in this area used a retrospective design and is therefore 
biased to the subject's recall. With regards the assessment tools used, the 
EDI was used to assess eating behaviour. More recently the Eating Disorders 
Examination - EDE ( Cooper & Fairburn, 1987) has been suggested as a better 
clinical tool in that it is an interview based examination schedule which is 
more appropriate for diagnosis than a self report questionnaire, and also 
because it takes into consideration both subjective and objective bingeing 
behaviour. The subjects were community subjects but were subjects referred for
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treatment and although they do not represent the extreme end of the spectrum 
of severity ( as in-patient groups) are not wholly representative of a 'pure' 
community group not referred for treatment. It may be that there is a tendency 
for people with multiple diagnoses to seek and receive treatment thus biasing 
test results. Another problem with the study was that the interviewer was not 
blind to the case status of the subjects.
These results indicate that a history of sexual abuse may be associated with 
the development of an eating disorder, but that it may also be associated with 
other psychiatric disorders such as the development of anxiety symptoms and 
depression. A potential for further victimization, disordered family
functioning and issues around relationships were also noted in this group of 
subjects. This is confirmed by findings of other studies ( Welch & Fairburn,
1994 and Palmer & Oppenheimer, 1992).
A proposed model for the antecedents and consequences of sexual abuse is
depicted in figure 5.1
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This model indicates that sexual abuse leads to low self esteem (1), 
vulnerability (2), and sexual conflicts (3). The low self esteem pathway is 
the one most likely to lead to the development of an eating disorder. This 
pathway may lead to a desire to be 'perfect' (l.a) which would lead as 
described in model 2.1 to a desire to achieve a perfect figure (l.b), to 
dieting (l.c) and then either through conflict about perfection due to sexual 
experiences (l.d) or through the effects of dieting (l.e) develop bulimic 
symptoms (A) which may have positive consequences of distracting from worrying 
about childhood experiences, or relief of negative affect.
The vulnerability pathway (2) could be seen as leading to one of two solutions 
- not to be a victim (2.1) or to continue to be a victim (2.2). Not to be a 
victim, may feed into the desire to be perfect (l.a) cycle which leads to 
bulimic behaviour, or lead to being an aggressor (2.3).
To be a victim (2.2) may lead to a potential for further re-victimization 
(2.4) and also feed back into low self esteem (1) and helplessness (2.5). 
Helplessness may lead to features of anxiety (B) and depression (C).
Sexual conflicts (3) may lead to confusion about sexuality (3.1) and sexual 
relationships (3.2). Confusion about sexuality (3.1) may yet again feedback 
into low self esteem (1) and confusion about sexual relationships (3.2) may 
lead to sexual difficulties (D) and relationship difficulties (E).
This model indicates that it is very likely that individuals with a history 
of sexual abuse will develop bulimia due to a number of factors relating to 
lowered self esteem. However, it also indicates a complex pattern of factors
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leading to the development of other psychiatric/psychological difficulties. 
Conclusion
The results of this study indicate that there are common features of patients 
referred due to childhood sexual abuse and an eating disorder, especially 
bulimia nervosa. However, there is also a likelihood of an association between 
features of people referred due to childhood sexual abuse and those referred 
due to a variety of other psychological/psychiatric difficulties including 
anxiety and depression. The eating disorders group also have more specific 
etiological factors such as perfectionism and maturity fears. A model for the 
antecedents and consequences of sexual abuse is described and it is suggested 
that it is very likely that individuals with a history of sexual abuse will 
develop bulimia due to a number of issues relating to lowered self esteem. 
However, this group is only a sub-set of the bulimia group who have their own 
special defining features. It is suggested that the findings of this study are 
replicated on a larger scale sample, which include various sub-sets of eating 
disorders and sub-sets of abuse. Differences between men and women would also 
be of interest.
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CURRENT ISSUES ON ASSESSMENT & SYMPTCmTOLOGY OF ADULT MALE SURVIVORS OF 
SEXUAL ABUSE
This article aims to develop insight into the long term consequences of male 
sex abuse. The majority of the documented literature to date is on the 
existence and effects of sexual abuse on females, there are large gaps in the 
knowledge base relating to males. However, it can be hypothesised that gender 
differences in society may lead to the experience of childhood sexual abuse 
in males to be qualitatively different to females.In addition, most of the 
existing literature is on the existence of male sexual abuse and it's 
prevalence rather than on the long term psychological impact of it. It is 
therefore important to gather as much information as possible on our 
understanding of how sexual abuse affects men in order to provide the most 
appropriate form of clinical intervention.
The extent of sexual abuse in boys is not well understood as are the long term 
effects into adulthood. (Browne & Finkelhor, 1986; Violato & Genius, 1992). 
Generally, sexual trauma is under-reported due to the secretive nature of the 
offense and implied collusion forced upon the victim by the perpetrator. The 
incidence of male sexual abuse is particularly 'invisible' and is the lesser 
form of child sexual abuse reported in the USA. (Schultz & Jones, 1983).
Prevalence/Incidence
Two types of studies are used to define sexual abusive experiences in the 
general population. Incidence studies attempt to define the number of new 
cases, and prevalence studies the proportion of the population that has 
experienced sexual abuse. It is estimated that between a quarter and one third
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of all children in the USA have one or more sexual experience with an adult 
before they reach the age of 13 years. (Wilkins, 1990)
3,800 children were newly registered on the Child Protection Register as 
having been abused in England & Wales (Dept of Health, 1992). Finkelhor 
(1984) estimates that between 46,000-92,000 male children under the age of 13 
years are sexually molested each year. There has also been an increase of 
three times the incidence of reporting of abuse since 1980. (Kessler & Hyden, 
1991; Cupoli & Sewell, 1988). Prevalence figures are variable. It is estimated 
that the prevalence of sexual abuse for females is around 25%-42% and for 
males between 31-31% (Briere et al,1988; Finkelhor et al,1986; Peake,1989; 
Watkins & Bentovim, 1992). Violato & Genius (1992) place the prevalence at 
11.5% based on current data. Males comprise ll%-47% of all sexual abuse 
victims (Singer,1989; Wyatt & Powell,1988) although actual reports total a 
small fraction of this (Schultz & Jones, 1983).
The huge discrepancies between the prevalence figures above, are due to a 
number of reasons. The first is the difficulty in defining sexual abuse and 
therefore the lack of standardization of this definition amongst studies; the 
second the difficulty in measuring it. Methodological difficulties and 
shortcomings of the studies carried out to date also contribute to the 
variability of figures - for example some have used legal definitions based 
on the reporting of abuse to authorities - however, prepubescent boys often 
do not report abuse, pubescent boys may not always view such interactions as 
victimization,especially if carried out by a female perpetrator; and over one 
third of abuse on boys often have no observable physical record (Vander 
May,1988). Two of the factors described above, that is the definition of 
sexual abuse and the difficulties with regards it's measurement will be
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discussed in more detail.
the definition of sexual abuse -
Russell (1984) defines sexual abuse as occurring when "children are used for 
the direct physical gratification of an adult's sexual needs".
Peake (1986) on the other hand states that sexual abuse cannot be measured by 
the nature of the sexual act and states that "the essence of the abuse is an 
abuse of power, implicit in the imbalance of age, size, understanding and 
power."
Lawson (1993) with specific reference to parental sexual abuse, conceptualises 
a variety of 'levels' of sexual abuse. These comprise:
1. Subtle sexual abuse:
This type of abuse does not involve coercion and may or may not involve 
genital contact. Generally the intention is not to harm but there is a 
need for sexual gratification on the part of the perpetrator. This is 
at the detriment of the child's emotional or developmental needs, eg. 
bathing child well passed latency for gratification of parent's needs.
2. Seductive sexual abuse:
This includes sexual stimulation inappropriate for the child's age 
and/or is motivated by the parent's sexual needs. There is a conscious 
awareness and intention of arousing the child and stimulating the child 
sexually, eg. exhibitionist displays.
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3. Perversive sexual abuse:
The aim of this type of abuse is to emasculate and humiliate the 
child's sexuality and is often accompanied by emotional abuse - eg. 
forcing a boy to wear girls' clothes in order to sexually gratify 
parent.
4. Overt sexual abuse:
Overtly sexualized contact between parent and child - eg. attempted 
intercourse, cunnilingus, anilingus, fellatio, genital fondling, 
digital penetration, sexualized kissing and direct exposure to adult 
sexual activity. (Bolon et al, 1989).
5. Sadistic sexual abuse:
The aim of such abuse is to hurt the child.This is usually part of a 
general pattern of physical and emotional abuse. This is the rarest 
form and the type with the most severe consequences. Several sexual 
serial killers have described this form of abuse. (Bass,1991; Norris, 
1991).
Further, there may be differences in how abuse is perceived. There is some 
evidence that maternal sexual abuse is often not perceived as abusive at the 
time of occurrence ( Rothstein, 1979; Krug,1989; Lawson,1991). Marvasti (1986) 
states that "sexual abuse by an adult female is usually non-violent and at 
times quite subtle" and this may make it harder to define as abusive and is 
more likely to be disclosed in long term therapeutic treatment (Bollon et al, 
1989; Banning, 1989; Lawson, 1991; Marvasti, 1986).
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Similarly, methods of obtaining information on sexual abuse are poor. Usually 
sexual abuse is measured through surveys and self-reports. Finkelhor (1986) 
states that experiences may not be reported due to any of the following 
reasons:
1. experiences blocked and not accessible to retrieval.
2. experiences practically forgotten but retrievable with the right
prompts.
3. experiences in memory but not definable according to the terms referred
to in the survey questions.
4. experiences in memory but not volunteered due to embarrassment or other
conscious withholding (eg. loyalty, taboo, etc).
McMullen (1990) states that five elements which lead to under-reporting, 
termed 'report defense elements' are shock, embarrassment, fear, stigma, and 
self-blame. However, he also states that the most significant reason for 
under-reporting is due to 'being male'
predisposing factors/trigger features
Keeping in mind the difficulties of obtaining information, research has 
indicated some predisposing factors and features of male sexual abuse.
family factors:
Pierce & Pierce (1985) have found that young male victims tend to come from
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larger families and to be more likely to be abused by their step-parents. 
Sexual abuse was more common in boys who had experienced early separation from 
their parents and to come from families of lower social class with a father 
who is unemployed, although this is possibly a reflection of intra-familial 
disorganization and instability. However, they are more likely to come from 
a lower middle class background than females (46% vs 20.5%) Faller (1989). 
They are also more likely to come from families where more than one child was 
abused. Proportions of intra and extra familial sexual abuse for both female 
and male victims mirror nationally reported estimates with 23% boys and 14% 
girls being abused outside of the family. The majority of victims live at home 
at the time of the abuse (Mannorino & Cohen, 1986; Stephens et al,1988).
individual factors:
Faller (1989) suggests an older onset for males as compared with females. 
However, Briere (1988) suggests a median age of onset of sexual abuse of 9.00 
years for males and 9.6 years for females.
the abuse:
The most common form of abuse in men is attempted or completed anal 
penetration (46.8% Roane,1992). They suffer more threats and use of force by 
their assailants as compared with female victims. (Pierce & Pierce, 1985). 
Males experience greater severity of abuse - i.e. repeated assault over a 
prolonged period involving force and physical punishment (Gorden,1990). In a 
study by Rogers & Terry (1984) force was used in half of their clinical sample 
as a means of gaining compliance. A significant majority report multiple 
occurrence of victimization by a single perpetrator(Stephens et al, 1988).
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85%-97% of offenders are male for both male and female victims (Fagot et al 
1989). Male victims by a female perpetrator now account for between 2%-17% of 
all cases (EllersteinS Canavan,1980; Spencer & Dunklee, 1986; ; McCarthy,1986).
reporting and help:
Boys are less likely to report abuse ( Gorden,1990). They are less likely to 
be removed into protective custody when abuse is discovered and are less 
likely to be offered counselling. (Pierce & Pierce, 1985).
The effects of sexual abuse
The effects of sexual abuse appear to be many and varied and can be divided 
into short term and long term effects.
Early indications are difficult to assess as they vary according to the 
developmental level of the victim and from individual to individual. Such 
short term effects on children have been well documented. (Black & de 
Blassie,1993).
Less is known of the long term effects. These are of particular relevance in
the treatment of adult male survivors.
The effects of sexual abuse differ according to -
a. The sex of the offender (Vander May,1988). Female offenders are said to
cause more trauma.
b. The degree of trauma experienced - the more the use of force the 
greater the trauma.
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c. The relationship of the perpetrator - intra-familial has greater impact 
than extra familial; and the trauma is greater if the perpetrator is 
the mother or a sibling ( Caffaro-Rouget et al, 1989; Elwell & Ephross, 
1987; Hoagwood & Stewart,1989).
d. The duration of the abuse.
Jehu(1988) lists a number of features alleged to be traumatic in female sexual 
abuse. It may be that these are also relevant to males.
These factors include
a. abuse over a lengthy period.
b. bodily penetration.
c. bizarre sexual activities, such as, for example, black magic or pseudo 
religious acts.
d. abuser substantially older.
e. more than one offender.
f. abuse by a father figure.
g. coercion or force by offenders.
h. negative reaction by other individuals or institutions to the 
disclosure or discovery of the abuse.
Other important factors are the age of onset and family functioning (Mills, 
1993).
Since such factors are generally not considered in empirical studies, 
significant information is lost.
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Numerous studies, both uncontrolled and controlled, have indicated pervasive 
effects of sexual abuse. How men and women differ in their experience and 
interpretation and therefore coping of these events is unclear. It has been 
proposed that gender differences in society may lead to the experience of 
abuse in males as being qualitatively different to women, due to cultural 
stereotypes of masculinity. It is the norm to view masculinity as synonymous 
with physical and emotional strength making the acceptance of abuse as well 
as disclosure harder. Briere et al (1988) suggest that sexual abuse whilst 
having an equivalent impact on both men and women may be experienced as more 
traumatic for males since reported lower levels of abuse result in similar 
symptomatology.
Effects have been seen as falling into two groups - internalising and 
externalising factors. (Achenbach & Edelbrooke, 1979) These refer to defence 
mechanisms that develop as essential survival techniques at the time of the 
abuse but which are maladaptive in later life. Examples of internalised 
symptoms include depression and anxiety and examples of externalised symptoms 
include aggression, impulsivity, delinquency and substance abuse. It has been 
suggested ( Friedrich et al, 1986,1987,1988), that women are more likely to 
exhibit internalised coping strategies (Conte et al, 1986) whilst men tend to 
show externalised strategies (Gomes-Schwart et al, 1990; Tufts, 1984).
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Long term effects subsequent to sexual abuse are described under the following 
categories.
1. behaviours
a. self destructive behaviours
Attempted suicide, self mutilation, substance abuse, eating disorders(Briere 
& Runtz,1986; Bryer et al, 1987; Bagley & Ramsay, 1986)
b. other behaviours
Anger and aggression, re-victimisation (Briere, 1984; Russell, 1986)
c. sexual
Sexual preoccupation or sexual compulsion (Singer, 1989); sexual dysfunction, 
sexual orientation confusion, with specific reference to homosexual fears or 
homosexual tendencies, (Gilgun & Reiser, 1993; Rogers & Terry,1984; 
Dimock,1988; Johnson,1987; Singer,1989)); and prostitution.
Also in some cases sexual deviancy. (Fehrenback et al,1986).
2. mood & cognitions:
Low self esteem & guilt, (Jehu, 1986), depression, (Bruchner & Johnson,1987), 
symptoms of Post Traumatic Stress Disorder (Myers,1989), Post Sexual Abuse 
syndrome (Beitchman,1992) featuring dissociation, powerlessness and betrayal; 
dissociative disorders, generalised anxiety, phobias and panic; obsessive 
compulsive symptoms & psychosomatic symptoms. (Finkelhor, 1990; Beitchman,1992; 
Elwell & Ephross, 1987).
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3. physical:
Physical disorders such as migraine, vomiting, bowel and genito-urinary 
problems.(Arnold et al, 1990)
4. interpersonal:
Disturbed intimate relationships largely from an inability to trust others ( 
Mandell & Damon,1989); isolation, discord, insecurity and inadequacy in 
relationships.
Studies that have been carried out to investigate these have been divided into 
uncontrolled and controlled studies. These have been summarised by Glod (1993) 
as follows.
Uncontrolled Studies
Preliminary reports suggesting a link between childhood sexual abuse and the 
development of severe psychopathology in adults emerged in the 1970's and 
80's. However, before 1987 most of the studies carried out were uncontrolled 
studies.
Gelinas (1983), Goodwin (1985) - investigated the link between
physical/sexual abuse and the subsequent development of Post Traumatic Stress 
Disorder (PTSD). Finkelhor (1990) states that not all develop PTSD since abuse 
can often lack the violent circumstances associated with other traumas. Kisser 
et al (1991) suggest that 55% may develop symptoms of PTSD whilst others are 
more likely to develop symptoms of anxiety, depression and externalising 
behaviours. Kisser et al (1991) suggest that factors such as the duration of 
the abuse, age of onset, violence, etc are important in deciding the symptoms,
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rather than the gender of the victim.
Stone (1981) and Herman (1986) suggest an association between abuse and the 
development of borderline personality disorder. Stone (1981) reported 75% of 
12 borderline patients to have a history of sexual abuse. Herman (1986) 
reported 67% of borderline patients to have a history of sexual abuse. Several 
studies have identified a strong link between the development of multiple 
personality disorder and early childhood sexual abuse. (Horentz & Brown, 1984; 
Bliss,1980; Putnam et al, 1986; Sacks, 1986). Ross et al (1990) suggest that 
95% of subjects who had multiple personality disorder had been physically and 
sexually abused.
An association of between 7%-50% has been suggested for early childhood sexual 
abuse and the development of an eating disorder. Root fit Fallon (1985) in a 
study of 172 women with bulimia nervosa found 28% of the sample had 
experienced some form of childhood sexual abuse. Oppenheimer et al (1985) 
suggest 29% incidence of sexual abuse in a sample of bulimic women and Bulik 
et al (1989) a similar percentage.
Beck fit Van den Kolk (1987) suggest a possible relationship between early 
sexual abuse and several intractable psychiatric disorders. Their study 
revealed 46% of a hospital sample had experienced sexual abuse in childhood.
Investigation into the association between childhood sexual abuse and the 
development of physical symptoms has also been investigated. Arnold et al 
(1990) in a small sample of seven patients found an increase of somatic 
symptoms evidenced by repeated consultations and a high number of surgical
91
Critical Essay 1
investigations with normal findings. Domino & Huber (1987) in a study of 30 
women presenting for treatment with chronic headaches found that 66% had a 
history of physical and sexual abuse. Drossman (1990) stated that 44% of women 
referred for gastroenterological problems had a history of sexual abuse. He 
also suggests an increase in the incidence of sexual abuse amongst women 
presenting with pelvic pain and multiple somatic symptoms.
Child sexual abuse has also been suggested to be associated with the 
development of neurological impairment. Davies (1979) in a sample of 22 
patients involving children who had been sexually abused found that 77% had 
EEG abnormalities and 36% clinical seizures.
Unfortunately findings of uncontrolled studies are difficult to validate and 
generalise. Many of the above studies are also subject to the perils of 
retrospective analysis, use small sample sizes, have a variety of definitions 
of sexual abuse, are hampered by poor assessment tools and may be subject to 
experimenter bias. The results of large controlled studies are therefore much 
more valid.
Controlled studies
The inclusion of adequate control groups are necessary to assess the 
independent effects of abuse. Without matched comparison groups it is 
difficult to assess the strength of results and the magnitude of proposed 
relationships.
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Abuse and the development of psychiatric symptoms:
In a study by Bryer et al (1987) increased rates for psychiatric disorder were 
reported in 72% of the sample as compared with 12% of the control. 
Significantly higher rates of suicidal ideation were also noted in the subject 
group as compared with the control group.
In a study by Surrey et al(1990), 64% of a sample of psychiatric patients had 
a history of sexual abuse whilst in a study by Margo & McLees (1991) 76% had 
a history of sexual abuse. These values were both significantly higher than 
the incidence of sexual abuse in control groups.
Abuse & Personality Development:
Herman et al (1989) found 81% of patients with a borderline personality 
disorder (BPD) had a history of sexual abuse as compared with a very low 
percentage in the control group. Histories of early childhood trauma (0-6 
years) were found almost exclusively with borderline patients and the 
prevalence of such trauma was 57%. However, the diagnosis of borderline 
personality disorder and it's differentiation from other personality disorders 
is subject to wide variability depending on the specific theoretical notion 
one has about the diagnosis. The studies cited provide no standardized 
diagnostic process or reliability data so that the possibility of bias and 
of the variabilities in the type of patient diagnosed as borderline is high.
Abuse & Eating Disorders:
Hall et al (1989) suggest higher rates of sexual abuse in women with Bulimia 
Nervosa (BN) than controls (50% vs 28%). Steiger & Zanko (1990) suggest that 
30% eating disorder patients, 33% psychiatric patients as compared with 9% 
controls had a history of child sexual abuse. Ross et al (1989) suggest an
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increase of childhood abuse in women with eating disorders (20%) as compared 
with controls (7%). However, in this study patients with multiple personality 
disorder had a higher incidence than those who had eating disorders (80%). In 
a study by Stuart et al (1990) no significant difference was found in sexual 
abuse between patients with BN, depression and controls, and similar negative 
results were obtained by Lacey (1990) and Folsom et al (1989). Pope and Hudson 
(1992) in a summary of the various controlled studies carried out to date on 
the relationship between eating disorders and sexual abuse put forward 
conflicting evidence and suggest that the role sexual abuse plays in eating 
disorders is uncertain.
Abuse & violent or criminal behaviour:
The suggestion is that abuse perpetrates a cycle of violence. Widom (1989) 
suggests that 8.5% offenders have been abused. Fehrenbach et al (1986) states 
that 11% male offenders have a history of sexual abuse. However a simple 
causal relationship between abuse and violence is unlikely.
Abuse and medical disorders:
In a study by Harrop-Griffiths (1988) in women seeking help for sexual 
dysfunction, 64% had a history of sexual abuse as compared with 48% in 
controls. Teicher et al (1989) found an association between a history of 
childhood sexual abuse and the development of limbic system dysfunction. Those 
with a history of abuse also showed increased somatic, sensory, and behaviour 
symptoms. This may suggest a link between the long lasting effects of abuse 
and it's relationship to neurological dysfunction and medical disorders. The 
author was unable to trace any specific studies relating to medical disorders 
in men.
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Abuse and psychosis:
Goff et al (1991) suggest increased rates in chronically psychotic patients. 
Abuse and substance/alcohol abuse:
Abuse histories have been linked with substance abuse (Swett et al,1991). In 
a study, 14% of a sample with sexual abuse also had a history of alcohol 
abuse. Brown and Anderson (1991) suggests that alcohol abuse is more common 
in clients who have been both physically and sexually abused rather than 
sexual abuse alone or no sexual abuse (controls). There is also some evidence 
to suggest that psychiatric populations are more likely to abuse alcohol and 
other substances (Rigg et al,1990).
The results appear to indicate that childhood sexual abuse may be associated 
with a number of symptoms - psychiatric, psychotic, medical, anxiety related, 
personality difficulties, sexual difficulties and relationship difficulties. 
Subjects sampled in a variety of settings - inpatient, outpatient, community, 
psychiatric, medical and criminal all appear to indicate that a history of 
childhood sexual abuse is associated with a variety of symptoms. The 
relationship between sexual abuse and these various difficulties is not known 
and it can be only assumed that the relationship, if one exists,is a complex 
one. Whether this relationship is any different in men as compared with women 
is unknown.
There are a number of limitations to these studies.
1. Most studies have used women as subjects. Gender effects may present 
differently and one can only hypothesised about the effects in men.
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2. most studies have used psychiatric samples - both as subjects and as 
controls. This may be only giving some idea of symptoms on the severe 
end of the spectrum and may not be representative of the wider 
population.
3. Some studies have used American college students as subjects and/or 
controls. These findings are difficult to generalize to the wider 
population.
4. Methodological problems of eliciting sexual abuse - the difference in 
results obtained for example, by using self-report vs interview 
ratings, also the problem of under-reporting due to repression or 
denial.
5. Problems with the definition of sexual abuse.
6. Onset age of abuse and different developmental effects. Not using a 
multifactorial approach to assess the various issues.
Further research is therefore needed on
1. a consensus of definition.
2. comparison between men and women.
3. longitudinal studies.
4. family, perpetrator and victim characteristics.
5. risk factors.
6. differences and similarities in risk for and responses to the various 
types of sexual victimization.
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7. how often and in what way men are victimized.
8. What type of negative consequences sexual abuse has in men and women,
how they are different, how they are the same, how long they last for 
and what coping mechanisms are used by both groups to deal with it.
Summary
Childhood sexual abuse appears to have effects reaching far into adulthood on 
behaviours, thoughts, feelings and physical symptoms in both men and women. 
Differences between how the genders react to childhood sexual abuse may be 
greatly influenced by the role they play in society and their own 
interpretation of this. It would appear that men are more likely to suffer 
more severe sexual abuse over a longer period of time and to react more 
through externalising their feelings, i.e. an outward expression of them such 
as for example, anger. Further research is needed in order to understand the 
effects of sexual abuse and in order to offer the most appropriate clinical 
intervention.
Questions that need to be asked with regards specific reference to men are
1. the significance of being abused and being a man. (vulnerability vs
"invulnerability").
2. being abused and blame (if seen as being invulnerable, then
interpretation of their actions and what they have experienced in the 
context of this).
3. being abused and coping strategies especially relevant to men.
4. sexual values and men.
5. society's reaction to abuse in general and more specifically society's
reaction to abuse in men.
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THE COST/BENEFIT OF EMPLOYING CLINICAL PSYCHOLOGISTS IN G.P.'s SURGERIES 
Background
"Primary Health Care is the first level of contact of the individual, the 
family and the community with the NHS, bringing health care as close as 
possible to where people live and work and constitutes the first element in 
a continuing care process" (WHO,1978)
Community care is the first point of contact between the public and the health 
service. It includes the initial detection and management of health problems 
and reflects the ability to exercise clinical expertise across a wide spectrum 
of presenting problems, and to make effective judgements about the best 
management. It aims to provide cost effective care relative to the needs of 
the local population. Therefore the importance of immediate and continuing 
availability of care is stressed (Day & Wren, 1994).
Following the Family Doctors Charter (1966) G.P.'s were encouraged to form 
group practices and the number of single-handed doctors practices began to 
fall. The Department of Health further encouraged the build-up of group 
practices by offering favourable loans and rent schemes and the provision of 
local authority owned health centres. Approximately 25% of G.P.'s now work in 
such centres (Comey & Jenkins, 1993). In April 1990, a new contract for 
G.P.'s came into operation making it easier for G.P.'s to fund other 
professionals into general practice such as, for example, practice 
counsellors. Until 1991 however, primary health care was offered by G.P.'s 
with the delivery of specialist services being provided by out-patient 
services based in secondary care settings.
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Following the Tomlinson Report (1991/2) and the introduction of fund-holding, 
the balance has changed considerably with G.P.'s taking over as the main 
purchasers of health care. (Glenester et al, 1992; Coulter, 1992; Day & Klein, 
1991). This has meant a shift in focus and funding from secondary to primary 
care, with the ultimate aim to end tertiary referral centres and increase 
locally based, and locally delivered health services run by G.P.'s with input 
from local specialists. Aims through this shift have included the ability to 
treat many more patients for the money that is currently being spent 
(Handysides,1994); a desire for closer integration between primary and 
secondary care; the effects of competition in the internal market of the NHS 
and attempts to respond to wishes of the patients (Bailey et al,1994; 
Conservative Party Manifesto, 1992).
New models of provision include community based specialists shared care 
schemes, walk-in centres and out-patient clinics held in primary care settings 
(Giles, 1993).
Epidemiological studies in the U.K. and U.S.A. suggest that the rate of mental 
illness in the population is in the range of 10-15% at any point in time. All 
such community surveys show that the non-psychotic disorders, such as for 
example, anxiety and depression, are the most prevalent. The first point of 
contact for such individuals is the primary care service (Sharp & Morrell, 
1988). Psychological problems underpin a considerable proportion of 
consultations in primary care. Approximately one-third of all patients who 
consult their G.P. are likely to be seeking help for the emotional distress 
associated with a physical illness or for what can be termed a 'life- 
problem' .(Shepherd et al, 1966; Royal College of General Practitioners, 1973).
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Patients with emotional problems have been shown to attend their G.P. more 
frequently and show an increased demand for other medical services. In 
consequence, the majority of emotional problems experienced by patients are 
treated by G.P.s or by other members of the primary care team. Once detected, 
the vast majority of patients continue to be managed at the primary care level 
(Goldberg & Huxley, 1992).
National Morbidity Statistics show that at 9% psychiatric disorders rank as 
the third most common cause of consultation in primary care following 
consultations for respiratory systems problems (15%) and cardiovascular system 
problems (11%).The figure below taken from the Royal College of General 
Practitioners paper (1973) demonstrate the scale of the problem.
Table 1. Psychiatric disorder in an average general practice population of 
2,500. (RCGP, 1973).
Acute Major Disorders cases per annum 
(per 2,500)
Severe Depression 12
Suicide Attempts 3
Completed suicide one every 3 years
Chronic mental illness 55
Severe mental handicap 10
Neurotic Disorders 300
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The economic effects of these disorders are also great. In a study by Croft- 
Jeffreys & Wilkinson,1989, costs of neurotic disorders in general practice 
were seen to be vast and included
consultations and drug costs = £ 119.5 million
costs of sickness absence = £ 253.0 million
Total (minimal estimate) = £ 373.00 million
plus
cost of early retirement = £2,700.00 million
uncertified sickness absence = £2,900.00 million
Total cost of neurosis in general practice =£6,000.00 million
(Croft-Jeffrys & Wilkinson,1989)
Apart from doctor's time and drug costs, there is now an increased acceptance 
and demand for non-pharmacological management of psychological problems 
(Paykel & Priest, 1992) both from primary care professionals and through 
demands from the general public.
Cost/Benefit
Cost effectiveness of health care has assumed increased importance in the U.K. 
and world-wide and is of particular relevance to fund-holding. Cost 
effectiveness can be viewed at two levels - the business and the clinical 
level.
At the business level, the purchaser needs to ensure that the best value for 
money is being obtained given limited resources and greater need. At the 
clinical level, the patients best interests must be kept at heart and 
clinicians need to be aware of the cost implications of different therapeutic 
regimens and clinical outcome must not be compromised to make way solely for
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the business angle.
What is being purchased?
It is important to have an agreement about what psychological problems are. 
Kincey (1974) suggests five basic categories and France & Robson (1982) 
suggest a further two. These are as follows:-
1. Anxiety & Stress
2. Habit disorders
3. Educational and Occupational stresses
4. Interpersonal relationships
5. Adjustment to physical illness and other life events additionally,
6. Depression & mood disorders
7. Neuropsychological
Early referral for these difficulties have been stressed as important. Kincey 
(1974) suggests the "prophylactic value of psychological intervention at an 
early stage" and Burns (1982) states that "the earlier the therapeutic 
involvement, the less likely the patients problems will become firmly 
entrenched".
Who is best placed to offer these services and idiy?
A number of mental health professionals are involved in offering services 
ranging from psychiatrists, clinical psychologists, community psychiatric 
nurses, psychiatric social workers, counsellors, as well as a few G.P.'s 
interested in counselling skills.
A number of questions need to be answered to evaluate the cost/benefit of
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these services.Some of which are investigated by Clark et al (1994).
a. Are some patients/problem groups helped more than others?
b. What would the benefit of helping these groups be?
c. Are some therapies more beneficial than others?
d. How can you tell if the therapist is an effective therapist?
e. What level of skill is necessary for benefit to occur?
f. What sort of therapy service is needed in primary care?
g. How can you tell if the therapy service is an effective therapy 
service?
h. How knowledgeable are purchasers on the services available?
Patient groups -
According to a survey by HMSO (1974) show that the commonest diagnosis within 
G.P.’s practices of psychological problem clients is anxiety and depression. 
The commonest age group 25-55 years with a sex bias of 2.5 female to 1 male.
A survey by the Royal College of G.P.'s (1981) indicated that the majority of 
problems presenting in general practice are short term and associated with 
psychosocial transition. However, a more recent study (King et al, 1994) 
indicates that the severity and complexity of clients seen as G.P.'s 
surgeries are often underestimated and involve seriously emotionally 
distressed clients whose recovery is slow.
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Robson & Sage (1983) identify patients as falling into three groups :-
1. Patients with essentially short-term but not trivial problems which are 
often related to life transition and which usually respond to short 
intervention.
2. Patients seen early who might have later on been seen in secondary 
services once the problems became more severe
3. Patients identical to patients referred onto secondary services.
Benefits of helping these groups are to the client , symptom relief, possibly 
avoiding referral onto secondary services thereby avoiding a chronic 
difficulty from arising as well as preventing unnecessary stigmatisation and 
to the G.P. it includes G.P. satisfaction and reduced costs in the way of 
consultation time, drug economies and offering patients a needed service.
A number of studies have assessed patient satisfaction with surgery based 
psychology (Green,1994; Donnison & Burd, 1994; Blakey et al, 1994) & 
counselling (Waydenfeld & Waydenfeld,1980; Anderson & Easier,1979) services 
and all reports are positive with a number of clients indicating preference 
of locally accessible venue and decreased stigmatisation and satisfaction with 
the service offered.
With regards G.P. satisfaction, increased communication between therapists and 
doctors and greater accessibility have been regarded as important features of 
a surgery based service as well as increased learning between the professions. 
(Jerome et al, 1983; Reid & Khan, 1983; Green, 1994; Donnison & Burd,1994).
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With regards reduction of costs most studies have focused on reduction of 
prescriptions and doctor's time.
The first controlled evaluated study of this kind was by Earll & Kincey (1982) 
which demonstrated a short-term reduction (7 month follow-up) in the 
prescription of psychotropic drugs to the patients treated by the psychologist 
as compared with the control group treated by the G.P.
In a study by Robson, France & Bland (1984) improvement of symptoms was 
greater for the group seen by the psychologist and the effect was still 
present at one year follow-up although the control group had made nearly 
comparable levels of improvement. This study also showed improvement on 
prescriptions for psychotropic drugs and a decrease in the frequency of visits 
to the G.P.’s as compared with the control group. The authors calculate that 
28% of the salary of an experienced clinical psychologist could be funded by 
drug economies alone.
In a study by Green (1994) on the effects of the psychology service on 
prescription rates and G.P. consultations at four group practices in 
Stockport, 68% reduction in consultations with G.P. 's were noted and a minimum 
of 75% reduction in prescriptions for psychotropic medication.
Although reduction in G.P. consultation time and psychotropic drug use have 
been regarded as tangible ways of measuring cost effectiveness, this may not 
reflect a 'true' picture of cost saving.
With regards reduction of, psychotropic drug prescriptions, it may be that
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doctors use the psychology system as an alternative to prescriptions and this, 
rather than the client group getting better may explain the reduction of drug 
prescriptions.
Similarly, frequency of G.P. consultations may not be a good indicator for 
benefit. There is some evidence to suggest that psychological problems in the 
primary care setting as associated both at time of presentation, and in the 
life-time of an individual with the concurrent presence of physical illness, 
i.e. clustering of illnesses of both types, psychiatric and physical tend to 
occur in the same individual (Eastwood & Trevelyan, 1972) and this may mean 
ongoing contact with the G.P. for management of ongoing physical complaints. 
It is also likely that there will be fewer visits in the period after a 
referral than the period during the clients referral since patients are 
normally referred at a crisis point in their lives when attendances are most 
likely to be frequent.
Therefore analyses of costs are difficult to carry out since there is no 
tangible way of accessing benefit and as such should take into account the 
greater sense of well-being of the individual concerned after treatment and 
the effect on families and their physical health. It is also difficult to 
assess what the improvement is -i.e. is it for example symptom reduction?, is 
it a change in how the problem is perceived?, is it a change is coping style? 
; how to measure and assess this and also how to measure client motivation - 
both to attend treatment and to change.
With reference to controlled studies with regards the well-being of clients 
before and after treatment, Robson, France & Bland (1984) indicated a
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significant improvement in the treatment group as opposed to the control group 
on improvement of symptoms; Elliot et al (1994) reported a 60% reduction in 
problems and an increased understanding of the problem with 80% of the sample 
stating that the sessions had been helpful.
In order to predict if a therapy is helpful, you not only have to evaluate a 
change in symptoms and/or coping attitude pre and post treatment but also 
indicate if the intervention is more helpful than spontaneous recovery. There 
is little research on the natural history of psychological difficulties in 
primary care. In a study by Mann et al (1981) of 100 patients suffering from 
non-psychotic mental health problems, at one year 52% of the cohort of 100 
patients had improved symptoms. Analyses of the assessment indicated that 
predictors for poor recovery were the initial severity of the symptoms, 
perceived poor quality of life, poor relationships and those on psychotropic 
medication. Only a quarter showed a rapid recovery in the early months and did 
not relapse. The study indicated that a quarter of people consulting with 
conspicuous morbidity have a continuas and chronic course of complaint with 
a pattern of regular consultations and poor outcome. This chronic group has 
been also recognised in the USA (Reiger et al, 1985). If maintaining factors 
of these difficulties are perceived support then a case can be made for 
intervention other than medical to help people improve their social supports 
or coping strategies to deal with the lack of these.
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The next question is whether some therapies are more beneficial than others?
This opens a huge debate on the effectiveness and application of a variety of 
therapies and there is an urgent need to further evaluate the effectiveness 
of these various approaches.
Unfortunately there are only few studies on the effectiveness of various 
therapies and those that have been carried out have inherent methodological 
problems, such as for example, how to control for the quality of the therapist 
and the relationship that develops between the therapist and the client.
There are at least five main therapeutic approaches used in psychological 
medicine, each based on a firm theoretical framework. These are 
psychoanalysis, psychotherapy, behaviour therapy, cognitive therapy and non- 
directive therapy.
Psychoanalysis is a process of in-depth examination on a continuous (daily) 
basis of the internal workings of the mind (Freud 1856-1939). It last several 
years and is rarely available on the NHS and as such will not be considered 
in this review. It's limitations have been the rather vague, intuitive, 
unvalidated process and limited range of applicability as well as the 
lengthiness and the extremely anxiety provoking nature of the process.
Psychotherapy or psychodynamic psychotherapy also focuses on transferential 
relationships between patient and therapist as per psychoanalysis, but uses 
a variety of methods that distinguish it from psychoanalysis. It is also long­
term although not as extensive as psychoanalysis (2-3 years as compared with 
6-8 years) and tends to be less intensive (2/3 times per week). It aims to
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recognise past experiences and relationships and their effects on the current 
condition. Due to the long term nature of the process this may not be the most 
suitable approach in busy G.P. practices.
Short-term psychodynamic psychotherapy or brief focal psychotherapy uses the 
same underlying understanding and techniques of psychotherapy but focuses 
around a recurring theme of a client. Normally 12-18 sessions are offered. 
This form of therapy has well documented evidence of it's effectiveness and 
it's time limited nature and in-depth focus can be particularly appealing in 
primary care.
Behaviour therapy deals with the behaviours of a patient. An underlying 
assumption is that symptoms form a set of learned behaviours that through 
active and direct methods can be changed. Only observable behaviours are 
treated and clearly definable goals are employed. This approach is therefore 
easy to evaluate in terms of effectiveness. It is beneficial for approximately 
25% of all neurotic patients and 10% adult psychiatric patients as the main 
therapeutic intervention. Drawbacks include a high drop-out rate (25%), since 
a high amount of motivation is needed to follow through the therapy programme. 
Today, behaviour therapy on it's own is rarely used and is combined with 
cognitive therapy for a cognitive-behavioural approach.
Cognitive therapy focuses on how people construe their world and psychological 
disturbance is seen as a result of some malfunction in the process of 
evaluation and interpretation. This therapy approach is easy to evaluate due 
to it's scientific approach and has been shown to be as effective as 
antidepressant medication in the short term for depressed patients, and with
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greater effect in the long term (Elkin, 1986).
Non-directive or client centred counselling. There are a huge variety of non­
directive counselling approaches (Herink in 1980 listed over 250) although 
Rogerian counselling is the most widely used in the U.K. Client centred 
counselling assumes that the individual has within himself vast resources for 
self-understanding and altering his self-concept, attitudes and self-directed 
behaviour. These resources are seen as accessible to be tapped into if an 
appropriate therapeutic climate is provided. This therapy approach is used in 
counselling. There is little empirical evidence to back change but subjective 
evidence is positive.
Given the diversity of referrals to G.P.'s and the range of severity, 
chronicity and complexity of the difficulties, and also given the broad age 
range of clients in primary care, it is fair to say that the person offering 
therapy services in a practice needs to be generalist - i.e. to be able to 
deal with a wide range of problems across ages using a wide range of suitable 
therapies.
Which professional group(s)?
A number of different professional groups offer psychological therapies. These 
comprise psychiatrists, clinical psychologists, psychiatric social workers, 
community psychiatric nurses and counsellors. Some G.P.'s also develop 
specialist skills in counselling.
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Psychiatrists
The author was unable to find any studies on the effectiveness of psychiatry 
in general practice, since this is possibly a new area.
Conmnmity Psychiatric Nurses
These are registered nurses who take special training in psychiatric nursing. 
Within this group are specialist nurse therapists who would have, in addition 
taken a training in a specific therapeutic approach or to work with a specific 
group of individuals.
In recent years there has been a rapid, largely unchartered development of 
community psychiatric nursing. In 1985 there were over 3,000 CPN's in the 
U.K.. The projections were 4,500 in 1990 and 7,500 for 1995 (CPNA,1985). 
G.P.’s are the largest group of referrers to CPN's and their patients include 
psychotic, neurotic and other mood disorders. They are licensed to carry out 
physical examinations and administer medication.
In one trial CPN's working in the community were compared with routine out­
patient psychiatric treatment and patients were followed up every six months 
for over 18 months. (Paykel et al, 1982). No differences were found between the 
effectiveness of the two models of service on symptoms, family burden or 
social adjustment suggesting the two teams were comparable in effectiveness 
in terms of outcome. However, patients seeing the CPN's reported greater 
satisfaction with treatment.
In another study, (Mangen et al, 1983 & Marks, 1985) the effectiveness of 
specialist psychiatric nurse therapists using behaviour therapy was evaluated.
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Findings indicated that neurotic patients had better outcome post-treatment 
at 1 year after receiving behaviour therapy than routine treatment from a G.P. 
Analyses suggested that benefits in terms of reduced time off work and the use 
of less health resources outweighed the cost of employing the therapists.
Psychiatric social workers
Social workers are skilled at psychosocial therapies, are knowledgeable about 
community and social welfare resources and have a special interest in 
families.
The first study conducted on social work in primary care attachments found 
significant differences in outcome between neurotic patients and a control 
group receiving routine care from their G.P. (Cooper et al, 1975). Only short 
term benefits were studied.
In a study by Corney (1984) with regards treatment of depression, social 
workers were compared with a control group receiving treatment from their 
G.P. no difference in effectiveness was noted at a 6 month and 1 year level.
Counsellors
According to the British Association of Counselling (1952) counselling is ' 
the skilled and principled use of relationships to develop self-knowledge, 
emotional acceptance, growth and personal resources.
Unfortunately, the quality of counsellors available until recently has been 
variable. There has been a lack of standardization and training has been 
criticised. Now the British Association of Counselling stresses the need for
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accredited training courses together with supervised practice. However, 
counsellors have been the mostly widely used in G.P. surgeries, possibly due 
to a surplus of counsellors who promote their services widely.
The first evaluative study was carried out by Ashurst et al (1983) comparing 
counselling with routine G.P. care for neurotic disorders. No difference was 
noted one year later.
Psychotherapists
Psychotherapists have usually completed a course of study on a particular 
school of thought, including Freudian, Neofreudian and Jungian, and have also 
completed a course of personal analysis and supervised training analysis. Some 
psychotherapists comprise of psychiatrists, some of other professional groups 
and others of lay people.
There are only few studies . In a study by Brodarty & Andrews (1983) 
comparing brief dynamic psychotherapy with standard G.P. treatment no 
difference in symptoms were noted one year later.
Clinical Psychologists
Clinical Psychologists are postgraduate practitioners who have an extensive 
training both in normal and abnormal psychology and use a developmental 
perspective. They have clinical training in primary and secondary care 
settings in a variety of different specialities such as for example, child 
psychology, adult mental health, working with elderly people, learning 
disability, neuropsychology,etc. They aim to work scientifically, emphasising 
accurate assessment, the application of psychological theory to diagnosis and
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treatment, the use of validated therapies and evaluation of outcome.
It is therefore probably fair to say that clinical psychologists are the 
'general practitioners' within the mental health professions . They are 
trained to work across age groups and to use a wide range of therapies. 
However, they also have specialist skills and are able to help patients for 
whom more general interventions such as counselling have failed or in 
diagnosis using formal psychological tests when diagnosis is difficult.
The Trethowan Report (1977) recognised an increased participation for clinical 
psychologists with G.P.'s in a primary care setting and called for pilot 
studies with 'built-in full evaluations'(para 5:3:13). The first publication 
suggesting clinical psychologists had a role in primary health care was in 
1972 (Broadhurst,1972). In 1977 it was stated that 1 in 7 clinical 
psychologists were working with G.P.'s (Broadhurst, 1977), now routine liaison 
exists. However, although the 1990's have seen an increase in both the 
clinical psychologists working in primary care settings and the development 
of schemes either directly funded by FHSA's or G.P. schemes between the DHSA 
and FHSA, the number of clinical psychologists have not grown in line with 
this expansion (MPAG/MAS Report). This coincides with growth in other therapy 
professions.
Good outcome is noted from studies showing the effectiveness of specialised 
psychological therapies such as behaviour therapy and cognitive therapy in 
general practice. (Ives,1979; Koch,1979; Trepka et al, 1986).
Evidence is conflicting with regards short term and long term effectiveness.
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Good outcome is obtained with regards short term effect (immediately after and 
6-9 months following termination of treatment (Robson et al, 1984; Elliot et 
al, 1994) however, at one year no major differences have been noted (Earll & 
Kincey, 1982; Teasdale et al, 1984).
Although the long term results are disappointing, the speed of improvement for 
the patients may in itself be worthwhile and a proper goal for primary health 
care services.
Why certain therapists are employed by G.P.'s has been investigated in some 
studies. Chadd & Svanberg (1994) studied 20 Sunderland G.P.'s perceptions of 
different mental health professions. G.P.'s were asked to rate different 
groups of professionals on 12 constructs ranging from high/low levels of 
professionalism, training, autonomy, etc. The results indicated that 
Psychiatrists , CPN's and Clinical Psychologists were rated towards the 
positive end of the continuum with counsellors, psychiatric social workers and 
psychotherapists towards the negative end of the spectrum. Psychiatrists were 
seen as the most professional, autonomous group and counsellors as the least 
professional, least highly trained and least autonomous group. 
Psychotherapists were seen as unhelpful and inaccessible and poor value for 
money and psychiatric social workers as the least effective. Clinical 
psychologists were valued highly but seen as inaccessible. Other studies 
confirming that clinical psychology is seen in a positive way by G.P.'s are 
those carried out by MacAuliffe & MacLachlan (1992) and Griffiths and Cormack, 
1993). This indicates that value for money for G.P.'s may indicate speed of 
response and this may affect their perception of effectiveness.
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In a study by Griffiths & Cormack, 1993, G.P. factors of importance seem to 
be the age of the G.P.,and their interest in psychology. Younger G.P.'s (less 
than 40 years) show a greater tendency to make referrals to clinical 
psychology as opposed to psychiatry or other professionals whilst older G.P.'s 
tend to refer more to psychiatry. A greater number of referrals are made by 
G.P.'s to psychology and psychiatry than to CPN's or Psychiatric social 
workers. 80% indicated in this study that they would refer more to clinical 
psychology if they were given the availability. Jenkins (1994) suggests that 
G.P.'s feel that general psychiatry services have little to offer people 
seeing it as stigmatized and too medicalized for primary care referrals, 
whilst Sibbald (1993) suggests that G.P.'s are more likely to employ 
counsellors only in the absence of a credible community mental health service.
The G.P. as counsellor
This is not an evaluated area since there are only a few G.P.'s practising 
counselling skills. In a study by Catalan et al (1984) brief counselling from 
a G.P. vs drug treatment was compared. Improvement was similar in both groups 
at 7 months. However, G.P.'s may find it difficult to take on this role 
(Rowland et al, 1989) due to conflict of interventional style, i.e. G.P.'s are 
expected by their patients to provide a directive, practical, prescribing 
treatment in limited time. This type of relationship may also make therapeutic 
boundaries harder to implement.
In summary, many mental health professionals have a number of overlapping and 
complimentary skills but there are differences in the range of skill as well 
as the depth of skill. These are summarised by Brunning et al (1994) in 
tabulated form below.
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Table:2 -Unique selling points of mental health professionals
IncSep®-
ndentfy
Emptoyed
PROFESSION CHARACTERISTICS
11
t i
1 i
j
I
Î
1
u
!
1
EXCLUSIVELY POSTGRADUATE PROFESSION y y y y
MINIMUM TWO-YEAR FULL TIME POSTGRADUATE TRAINING y y y y
BREADTH i DEPTH OF PSYCHOLOGY KNOWLEDGE BASE i TRAINING
Academe Study. Normal and Abnormal development/Developmental Psychology y y y ? y ?
Broad Training Experience (d e n t groups, settings, teams and models of worir) y y y y y
Trained to work across Ifespan (cN Id/adolescent, adutt, older a cuts, and learning
dsabilHes); compUsory six-month (minimum) core placement In each area
PROFESSIONAL STANDARDS
Register & Char.er y y y y y 7
Practslng Certflcates y y y y
Independent P rac :to r< r Status (for referral purposes) y y y y y y
District/Department Oualty Standards y y y y X
Regular Professional Appraisal y y 7 y X
PROFESSIONAL INDEMNITY y y y y y y
PACKAGE CHARACTERISTICS
BROAD RANGE OF PSYCHOLOGICAL INTERVENTIONS OR THERAPIES 
(Inc. cognitive, behavioural, psychodynamic, systemic, psychometric; IndviiUal. 
couple, family, group. orgamsaHonal)
y y 7 X y 7
BROAD PSYCHOLOGICAL ASSESSMENT & FORMULATION as filter to 
specific Psychology rtervenüon (Inc. psychometric, cognitive & 
neiropsycholoÿcal assessment)
y y 7 7 7 X
INTEGRATED INTO HEALTH SYSTEM : Informed port of e nry  to secondary & 
tertiary care y y y y 7 ?
MEDICATION : Prescribing, a *n ln is tra ion  & moniioring y y X
APPLIED SCIENTIST PRACTITIONER APPROACH: Meïvodologles In 
Iheoretcal & d n ica l research y y y X y X
CONSULTATION TO i  TRAINING OF OTHER STAFF USING 
PSYCHOLOGICAL MODELS (MAS Report) y y y X y X
MODELS k  INTERVENTIONS IN HEALTH RELATED BEHAVIOURS e.g. 
screening, uptake, freatrient adherence, smotdng cesseton. etc. 7 y 7 X 7 X
EARLY INTERVENTION-PRIMARY PREVENTION ; Proactve Inibaîves 7 y 7 y y ?
BASED IN LOCAL NON-STIGMATISING SETTINGS 7 y 7 y y y
«ppleaNe 
X Never appleable
? May b« applcaWa
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Meta-analysis:-
A meta analysis of 11 British studies of mental health treatment in general 
practice was carried out by Baslestrieri et al (1988). In each study, the 
outcome of treatment by a specialist mental health professional located in 
general practice was compared with the outcome of usual treatment provided by 
the G.P. The main finding was that treatment by mental health professionals 
was about 10% more successful than the usual treatment given by the G.P. 
Counselling, behaviour therapy and general psychiatry proved to similar in 
their overall effect, although the influence of counselling seemed to be 
greatest of social functioning whereas behaviour therapy seemed to mainly 
reduce contact with psychiatric services.
Therefore there appears to be tentative support for the value of psychological 
intervention in general practice. More sophisticated studies are needed and 
client motivation is an important issue, since if subjects included in a trial 
are not sufficiently motivated, then it is not a fair trial and could be 
compared with a drug trial with subjects not complying to using the medication 
as directed.
It is not wise to be too elitist about who is most suited to offer 
intervention. There are fewer mental health professionals than is needed for 
the demand. However, it is important that both professionals and purchasers 
realise the limitations in skills in order to provide the clients with the 
best care for them. It should therefore possibly mean that supplementation 
rather than replacement is necessary with a 2-tier provision in primary care. 
There may be also some disadvantage to primary care psychology if 
psychologists set themselves up as in-house specialists with regards the
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psychologists themselves and with regards forcing a dichtomy between the 
medical and the psychological in primary care (Wren,1991,unpublished report)
It is also important to keep in mind the characteristics of the person 
delivering the service. No amount of training will make up for a poor 
therapist/client relationship.
Costs
As stated before, there is a huge shortage of trained clinical psychologists 
and a massive increase of other therapists. Most counsellors train at their 
own expense and are typically mature individuals with a wealth of existing 
experiences representing an attractive substitute to purchasers unable to gain 
access to psychology. Counsellors often offer competitive rates and are 
willing to work part-time for lower rates. However, according to the BAC(1993) 
counsellors must practice under supervision ( a counsellor working one to one 
for twenty hours a week will need at least three hours supervision weekly and 
a trainee substantially more) and often this supervision is not costed into 
the amount allocated. Chartered clinical psychologists on the other hand are 
seen as professionally competent to practice without supervision.
Well qualified therapists and counsellors are not cheap. Nurse behaviour 
therapists on Grade H cost as much as a clinical psychologist with several 
years of experience and the range of work offered significantly narrower. 
However, the ceiling is lower (Kat,1994), i.e. they are less likely to expect 
salaries comparable to the top of Grade A or B, and therefore, although there 
are no short term savings , in the long term the salary might be less. 
However, this needs to be balanced out against the long term needs of clients
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and the practice.
There are funding problems for therapy services in general. The FHSA place 
Clinical Psychology as 5th on the list of priorities for funding and only 
generally manage to fund the first two priorities - the practice nurse and the 
practice manager. Psychology services are often perceived as a 'black hole' -
i.e. the level of need and demand is perceived as limitless.
This is an acknowledgement that one can't separate the physical from the 
emotional. Health care has to be holistic and the costs of caring for people's 
mental health in primary care should be seen on par with the costs of caring 
for people's physical health. Primary care appears to be a suitable venue as 
the first interface of integrating mental and physical care.
In summary, primary care provides the first point of contact between the 
public and the health service. General practice by definition aims to provide 
a generalist service covering a range of difficulties to a range of age 
groups. It is suggested that amongst the mental health professionals Clinical 
Psychologists are best placed to offer this service due to the range of 
therapy techniques they are trained to use, their understanding of both normal 
and abnormal psychology, their ability to work across age groups and their 
knowledge of both primary and secondary health care systems. However, due to 
limited resources it would appear that other professionals need to be involved 
in offering a service and that this may need to be two tiered. Outcome 
research on the effectiveness of the therapies offered by the various 
professional groups is positive in the short term but disappointing in the 
long term and it is vital that further research is carried out to ensure
134
Critical Essay 2
ethical practice and effective interventions. These should aim to avoid 
methodological pit-falls of existing studies and be well controlled and use 
subjects who are motivated.There is some support that psychological 
intervention reduces psychotropic drug prescription and consultation time with 
G.P.'s and it is predicted that it reduces cost of work related illness. In 
the meanwhile, the dilemma is what should be done on the clinical side of 
things whilst this evidence is awaited. In a sense this question is polarised 
- those that support psychology will never believe the negative evidence and 
sceptics discard any reproducible positive evidence. Therefore the clinical 
value or the belief in the positive nature of psychology, whether or not there 
is valid data to support this belief is as important and there may be a point 
at which one may need to forgo the debate about the mechanism and statistical 
evaluation of effect and accept the patient's sense of well-being as an end 
point in itself. Cost benefit therefore should take into account not only the 
economic benefits but also the clinical benefits of offering psychology 
services in general practice.
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CURRENT DEVELOPMENTS IN THE PSYCHOLOGY OF BINGE-EATING
Binge-eating has been seen as the "core" of Bulimia Nervosa (BN), although it 
has also been acknowledged as occurring in Anorexia Nervosa (AN). Since the 
publication of DSN IV (1994) however, binge-eating has taken on a dimension 
in it's own right since Binge Eating Disorder (BED) has been defined as an 
eating disorder in it's own right although it has been included in a category 
under other unspecified eating disorders. This has instigated research into 
understanding the nature of binge eating and the different clinical 
presentations it has.
Definition:
The term binge eating is of recent origin although eating disorders have 
ancient diagnosis. As early as 8th Century B.C., Homer made a distinction 
between "limos" the Greek terminology for hunger and "boulimos", the pre-fix 
'bou' signifying 'a great amount' or 'boul' meaning 'ox'. (Lidell & Scott, 
1972). Hipocrates recognised boulimos as a sick hunger differing from ordinary 
hunger as did Aristophanes and Xenophan (Lidell & Scott, 1972). Subsequently 
this term was used in an ambigous manner until James (1743) described "true 
bulimos" characteristed by an intense pre-occupation with food, and periods 
of over-eating followed by vomiting. The first description of AN was by Gull 
(1874).
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Today, binge eating is best defined by the DSM IV criteria. DSM IV (1994) 
define episodes of binge-eating as being characterised by both the following.
1. E a tin g  in  a d is c re te  p e rio d  o f  tim e (eg. w ith in  any two hour p e r io d ) an 
amount o f  food th a t is  d e f in i t e ly  la rg e r  than most people would e a t  
during  a s im ila r  p e rio d  o f  tim e in  s im ila r  circum stances and
2. A sense o f  la c k  o f  c o n tro l over e a tin g  d u rin g  the episodes, (eg . c a n 't  
stop e a tin g  o r  c o n tro l what o r how much one is  e a t in g ) .
Lack of control appears to be the most significant feature in binge-eating. 
There can be variations in the amount of food considered to be a binge. 
Although by definition, a binge consists of a large amount of food, several 
investigators have suggested that the amount of food is not the main feature 
of the binge, since even small amounts of food consisting of upto 500 calories 
can be seen as a binge. (Rosen et al,1986; Rossiter & Agras, 1990). This is 
an indication of the important role played by subjective appraisal in binge- 
eating and forms the basis of treatment programmes which use cognitive therapy 
in the treatment of eating disorders.
Fairburn & Wilson (1993) term different perceptions of binges 'objective binge 
episodes' and 'subjective binge episodes'. It is the 'objective binge' that 
DSM IV consider a binge.
Since at present there is no data showing fundamental differences in the 
nature and clinical implication of small or large binges. Garner et al (1992) 
have recommended that the distinction between large and small binges be
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abandoned. However, this distinction has not been investigated.
Another variation on the definition of a binge is where there is no loss of 
control, but bingeing on large or small quantities of food occurs - this has 
been termed objective and subjective over-eating. Objective over-eating is 
most likely to occur in obesity.
These variations are graphically indicated by Cooper & Fairburn (1987) in the 
Eating Disorders Examination (EDE) and is depicted in Table 1, below.
Table 1. The EDE Scheme for classifying episodes of overeating. (Cooper & 
Fairburn, 1987)
Amount eaten
"large" (EDE Definition) not "large" but viewed as "large"
Objective Bulimic Episod Subjective Bulimic Episodes
Objective Overeating Subjective Overeating
*
**
The differences between these four groups are not known. 
* = "loss of control 
** = no "loss of control"
Eating disorders are categorised into three main groups in the DSM IV (1994). 
These comprise Bulimia Nervosa (BN) , Anorexia Nervosa (AN) and Eating 
Disorders Not Otherwise Specified (EDNOS). Binge eating disorder (BED) falls
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within EDNOS. Binge eating has been found to occur in all three of these 
groups.
Within AN a proportion of patients overeat at times and in some instances 
these episodes meet the criteria for a binge. This group is termed anorexia 
with bulimic tendencies, or 'bulimarexia' or AN+. This group opposes the 
anorexic restrictive or AN- group.
By definition all patients with BN binge.
The EDNOS group comprise eating disorders of clinical severity but which do 
not meet the criteria for AN or BN. This has generally been an overlooked 
category although a great number of clients fall into this group. (Bunnell et 
al, 1990; Clinton & Giant, 92; Mitrany, 1992). Types of difficulty included 
in this group are individuals with dietary restraint but not meeting the 
criteria for AN; clients meeting all criteria for BN but who do not have the 
regularity of bulimic episodes as defined in DSM IV for BN; individuals who 
follow eating routines associated with clients who have eating disorders, but 
do not have any other defining characteristics (eg. constantly chewing, 
spitting) and binge eating disorder.
The main characteristic of BED are recurrent episodes of binge eating in the 
absence of compensatory behaviour which characterises BN. These individuals 
recurrently over eat but do not purge, vomit or exercise. BED can occur in a 
few normal weight individuals but is generally associated with obesity.
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DSM IV(1994) criteria for BED are as follows:
a. recurrent episodes of binge eating. An episodes of binge eating is
characterised by both the following:
i. Eating, in a discrete period of time (eg. within any two hour 
period), an amount of food that is definitely larger than most 
people would eat during a similar period of time in similar 
circumstances; and
ii. a sense of lack of control.
b. The binge eating episodes are associated with at least three of the
following:
i. eating much more rapidly than normal.
ii. eating until feeling uncomfortably full.
Hi. eating large amounts of food when not feeling physically hungry,
iv. eating alone because of being embarrassed about how much one is
eating.
V. Feeling disgusted with oneself, depressed or feeling very guilty
after over-eating.
c. marked distress regarding binge eating.
d. The binge eating occurs, on average, at least two days a week for six
months.
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e. the d is turbance does n o t occur e x c lu s iv e ly  du rin g  the course o f  AN o r  
BN.
There has been considerable debate on whether BED should be seen as a specific 
entity. Fairburn and Garner (1986) have suggested that this group should 
maintain a diagnosis of BN . McCann & Agras (1990), & Telch et al (1990), also 
suggest the term "non-purging bulimics." Loro & Orleans (1981) & Marcus et al
(1990) suggest the term 'binge eating obese'. However, due to the fact that 
BN requires some compensatory behaviour, Spitzer et al (1992) suggested the 
category of BED. This has been included under EDNOS since little is known 
about it and it was thought that a formal diagnosis may hinder further 
understanding.
Prevalence:
Little is known about the prevalence of BED, much more is known about BN. 
However, what is known of BN is also minimal due to the secretive nature of 
the disorder. Many surveys designed to detect BN do not assess the prevalence 
of BED. Also since the definition of a binge is so variable, a question such 
as "do you binge eat?" is not meaningful. Different methods of assessment also 
yield variable results, such as for example, self report vs clinical 
assessment. The main study on BED is the Spitzer (1992) study. This study 
indicated a prevalence of 45.9% for binge eating in a sample of patients being 
admitted for a weight control programme as compared with 6.3% of a community 
sample and 83.3% in an Overeaters Anonymous sample. This included both sexes. 
However, there are problems with regards definition and assessment in the 
study. For example, many of the community sample comprised normal weight 
individuals. This study also indicated equivalent rates for BED as 30.1% in
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the weight control sample (31.9% women, 20.8% men); 2.0% in the community 
sample (2.5% women, 1.1% men); and 71.2% for the Overeaters Anonymous sample 
(sex ratio not given).
There is no data on the prevalence of binge eating or BED based on the 
definition given by DSM IV (1994).
In a study of 243 women in the community in Oxford, Fairburn et al (1992) 
found that binge eating as defined by DSM IV was not common among the group 
most thought to be at risk, i.e. young women. The figures obtained for the 
number of binges over the past month was that 4.1% reported at least four 
episodes of binge eating as defined by DSM IV and 1.7% at least eight such 
episodes. This second figure would be the rate reported by DSM IV to make a 
diagnosis of BN or BED. (i.e. an average of at least twice weekly).
However, within the group, 28.4% were overweight, of whom 15.9% reported at 
least one episode of binge eating and 5.8% at least weekly episodes. 
Corresponding figures for those underweight were 6.3% and 1.7% respectively.
5.8% of the sample were significantly overweight, of whom 21.4% had at least 
one episode of binge eating and 14.3% at least weekly episodes.
These results appear to indicate that DSM IV binges appear to be more common 
among those who are overweight rather than of normal weight. This confirms 
previous findings that binge eating behaviour increases with increasing 
adiposity ( Telch et al, 1988; Marcus, 1992).
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There also appears to be an increased prevalence of women who meet the 
criteria for BED as compared with men (Bruce & Agras, 1992; Spitzer et al, 
1992; Wilson et al, 1993). Binge eating is said to occur more predominantly 
in middle class ,Caucasian women aged between thirty years and forty.
Binge eating typically emerges during late adolescence. In clinical samples 
a modal age of 18 years is observed (Woodside & Garfinkel, 1992; Turnbull et 
al, 1989; Remschmidt et al, 1990). In non-clinical samples, symptoms appear 
a few years later(Kendler et al, 1991).
Etiology
In order to understand the etiology of BED one needs to understand the 
etiology of binge eating. This is only recently being investigated. There is 
a lack of consensus about the etiology of binge eating.
Polivy & Herman (1993) conceptualise binge eating as being divided into five 
phases. These comprise the following:
1. The pre-binge phase.
2. Triggering or eliciting binge behaviour phase.
3. Factors maintaining the binge
4. Ending the binge.
5. The post-binge phase.
The pre-binge phase:
Factors seen as significant are a desire for thinness experienced through 
restriction of calorific input (dieting) or increased calorie output
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(exercise); lowered self esteem and emotional factors.
The restraint model (Heatherton & Polivy,1992) of eating indicates that binge 
eating is a consequence of prolonged restrictive weight control. However, it 
is important to note that a proportion of women deny dieting preceding the 
onset of binge eating and it may be that this is only one preceding factor.
Lowered self esteem and emotions appear to be preconditions for a binge as are 
family characteristics. Whether these are different in any way between eating 
disorder groups is uncertain. Family factors of significance have been noted 
to be insufficient nurturing and empathy (Strober & Humphrey, 1987), lack of 
parental affection, negative, hostile and disengaged families with impulsivity 
and family alcoholism and obesity being predominant features (Strober & 
Humphrey, 1987). As stated before it is not clear which of these factors are 
unique to binge eaters. Research has indicated that AN families tend to be 
over-controlling and enmeshed (Minuchin et al,1978) whilst Bulimic families 
and some Anorexic families have a high rate of affective disorder, 
obsessive-compulsive disorder, psychosexual dysfunction, alcoholism and eating 
disorders (Halmi et al, 1991; Pyle et al, 1981; Herzog, 1984).
Sociocultural factors stressing the importance of weight and shape in women 
have also been noted to be important preconditions.(Garner et al,1983; 
Streigel Moore et al, 1986).
Triggers:
The most frequently cited instigator of a binge is stress or negative affect. 
(Abraham & Beaumont,1982; Baucom & Aiken,1981; Davis et al, 1988; Elmore &
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DeCastro, 1990; Heatherton & Bamneister, 1991), Another frequently cited 
trigger for binge eating is the presence of attractive, fattening food cues 
(Johnson et al, 1987) or hunger cravings (Mitchell et al,1985).
Ingestion of alcohol has also been cited as a precipitant for binge eating 
(Abraham & Beaumont,1982; Johnson et al, 1987; Williamson, 1990).
Isolation is another triggering factor - i.e. individuals are more likely to 
binge when they are alone. (Schlundt & Johnson, 1990).
Maintenance:
A number of psychological conditions are necessary for maintenance. These are 
as follows :
a. Distress or negative affect - since binge eating reduces this or causes 
the individual to distract themselves from this state, affect reduction 
can be a potent maintaining factor (Schlundt & Johnson, 1990).
b. isolation - as well as being a triggering factor this is also a 
maintaining factor, since isolation is required if a binge is to 
continue. Isolation is also an important factor in the decision to 
carry out any compensatory behaviour following a binge.
Termination:
Physical factors such as the absence of any more food or limitations of the 
binge eaters stomach capacity are the most common reasons for termination ( 
Abraham St Beaumont, 1982), also interruption of an isolated state (eg. someone
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arriving, telephone ringing, etc).
Psychological factors are when the binge eater feels that he/she has ended a 
subjective state that triggered the binge in the first place, i.e. feels 
generally 'out of steam'.
More frequently, vomiting, stomach fullness, nausea, or pain terminate the 
binge (Abraham & Beaumont,1982; Schlundt & Johnson, 1990) but these have 
psychological elements to them such as judgement of fullness and pain. Some 
also terminate when intense fear of gaining weight through the binge becomes 
more conscious. (Schlundt & Johnson, 1990).
Consequences:
There are both short term and long term consequences. Generally short term 
consequences to binge eating are positive and reinforce this behaviour but 
long term consequences are negative. This fits in with general behavioural 
principles of behaviour being maintained by it's immediate consequences, 
delayed reinforcement or punishment being less effective in controlling 
behaviour.
Short term consequences of binge eating include relief of negative effect and 
hunger (Elmore & De Castro,1990; Schlundt & Johnson, 1990). Physical effects 
include reduction of sympathetic arousal (Orleans & Barnett, 1984; Schlundt 
& Johnson, 1990) and reduction of hypoglycaemia. Endorphin levels can also 
be high after binge eating giving a pleasant 'high' effect.
Purging can also reinforce and therefore maintain bingeing behaviour since it
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reduces the anxiety of the binge.
Long term consequences include shame, guilt, disgust, self condemnation, 
depression (Abraham & Beaumont, 1982; Elmore & De Castro,1990) feeling 'out 
of control' (Hawkins & Clements, 1989; Schlundt & Johnson, 1990), and panic 
about becoming fat. This in turn leads to further dieting which in turn leads 
to bingeing maintaining a vicious cycle of behaviour so that the person feels 
trapped and helpless.
At a physical level, abdominal pain, fatigue (Lingsweiler et al, 1989) 
headaches and dizziness, (Ligsweiler et al, 1985),
discomfort and bloating (Orleans & Barnett, 1984) and menstrual irregularities 
( Garner et al, 1985) can occur.
Various models on the etiology of binge eating have been proposed. These have 
an overlap with other eating disorders. The models proposed are as follows:
a. addiction model
This model states that eating is an addictive behaviour used to modulate 
dysphoric and fluctuating mood states ( Johnson & Larson,1982). But Wilson
(1991) states that the similarity between binge eating and drug addiction is 
superficial. Binge eaters do not have the tolerance, physical dependence or 
craving criteria that addictive disorders have.
b. conditioning model (Booth et al, 1990; Jansen, 1990)
The behaviour is seen as a collection of disordered habits of eating and self 
perception. Dieting and binge eating are linked through repeated self imposed
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inhibition of food intake. These activate appetite mechanisms. This is seen 
as too simple a model to explain the complex nature of binge eating.
c. Escape model (Heatherton & Baumeister, 1991)
binge eaters are seen as having high standards and expectations for themselves 
and are especially sensitive to real or perceived demands of others. They are 
therefore generally anxious and depressed and binge eating helps to escape 
this distress.
d. Dieting model
A number of researchers have indicated that dieting contributes to binge 
eating (Abraham & Beaumont, 1982; Davis et al, 1988; Garner et al, 1985; 
Hawkins & Clement, 1980; Polivy et al, 1984; Rosen et al, 1990; Schlundt & 
Johnson, 1990). Dieting is seen as leading to hunger, frustration and impaired 
sensitivity to internal cues including those signalling satiety. All 
contributing to binge eating. Binge eating demands some behaviour designed to 
compensate and a repeating negative spiral is set up as follows.
low s e l f  esteem, aware o f  weight ->  d ie t in g  ->  hunger, f r u s t r a t io n ,  im paired  
s e n s i t iv i t y  to  in te rn a l cues -> binge -> compensatory behaviour ->  f a i lu r e  to  
lose  weight + increased  low er s e l f  esteem -> increased  d ie t in g  ->  increased  
b in g e in g -> e tc .
e.Biopsychosocial model
This is a combination model taking into consideration biological, 
psychological, and social issues.(Garner et al, 1985). This is the most 
promising model. Unitary causal factors of eating disorders have been
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discarded. However, although this may be a generalist model for eating 
disorders in the main, it does not differentiate important contributors to 
bingeing.
Until further research is carried out to more specifically identify causal 
factors that differentiate AN from BN and BED, the etiology of binge eating 
remains unclear.
Clinical features:
Generally binge eating is more likely to occur in the obese, although it 
occurs in some normal weight individuals. Differences between these groups is 
unclear, although it has been suggested that the obese binge eaters show 
greater psychopathology than non obese binge eaters ( Black et al, 1992, 
Kolotkin et al, 1987).
Obese binge eaters:
Although Stunkard as early as 1959 identified binge eating as a common pattern 
among some obese individuals, this started to receive attention only in the 
late 1980's. This may indicate how sociocultural factors influence even 
research. The obese groups have received substantially less attention until 
recently as compared with anorexic and bulimic groups of individuals.
Using the definition of a binge as the ' consumption of a large amount of food 
in a short time'. Loro & Orleans (1981) found that 28.6% obese patients, who 
sought obesity treatment, self reported binge eating two to three times a 
week.
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Gormolly et al (1982) stated that 23% of overweight individuals applying for 
treatment had significant binge eating behaviours.
However, these studies have not used control groups and patients presenting 
for treatment are not the most representative group and may well be the most 
extreme of obese persons, with multiple issues.
Within the two groups of obese and non obese binge eaters there also appear 
to be subgroups of binge eaters who do and don't purge. Marcus et al (1988) 
reported that approximately 13% of obese binge eaters used self induced 
vomiting and 26% misused laxatives. In a study by Hudson et al (1988) of obese 
binge eaters, 9% used self induced vomiting , 17% used laxatives and 27% 
diuretics.
These four groups are as follows;
The four groups of binge eaters
obese binge eaters non-obese binge eaters
obese binge eaters + purgers non-obese binge eaters + purgers 
(? = BN)
Differences between these groups are not known, the only group that is known 
about being non-obese binge eaters and purgers (? Bulimics). It may be 
hypothesised that there could be differences in dieting behaviour between non 
obese and obese binge eaters between episodes of binge eating. Non obese binge 
eaters being more effective at dieting and therefore maintaining a more 
average weight.
159
Critical Essay 3
There are some studies on the difference between obese subjects who do not 
binge (obese non-bingers) and obese bingers. These focus mainly around 
differences in eating attitudes and eating behaviours. It has been suggested 
that obese binge eaters have significantly lower levels of restraint than 
obese non-binge eaters (Marcus et al, 1992). Gormally et al (1982) state that 
obese bingers are characterised by a continuous struggle to avoid binge 
episodes and perfectionist standards for dieting. In contrast obese non 
bingers did not report problems controlling urges to eat or rigid standards 
for dieting.
In a study by Wilson et al (1993) using the Eating Disorders Examination 
(EDE), obese non-bingers were compared with the same weight obese bingers. It 
was noted that obese bingers reported significantly less perceived control 
over eating, more fear of weight gain, more dissatisfaction with weight, and 
more food and weight pre-occupation. Differences between obese non-bingers and 
obese bingers in specific dieting processes is less clear but it is suggested 
that obese bingers are less likely to be able to be restrained (Marcus et 
al, 1985; Lowe & Caputo, 1991) and therefore less likely to be able to use 
strategies such as portion control, calorie counting or eating slowly to 
moderate intake.
According to a study by Wilson et al (1993) there is no difference between 
obese bingers and non bingers in food restriction, avoidance of certain foods 
or adherence to dietary rules, but that obese bingers are more preoccupied by 
thoughts of food and impulses to overeat.
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Psychiatric status:
Obese binge eaters are said to show greater psychopathology than non bingers 
(Black et al, 1992). The severity of depressive symptoms are said to be 
greater in binge eaters as compared with non-bingers (Marcus et al, 1988; 
Prather & Williamson, 1988). They are said to show greater likelihood of being 
diagnosed with personality disorders (Fitzgibbon & Kirkchenbaum, 1990) and 
psychiatric symptoms in general ( Kolotkin et al, 1987; Marcus et al, 1988). 
They are also said to show increased history of alcohol abuse and sexual 
victimization (Kanter et al, 1992). However, many of these studies have not 
used adequate controls, methods of obtaining data have been mainly through 
self-reports, which must only cautiously be used since it is a clinical 
interview that best establishes psychiatric status and the definition of binge 
eating has varied.
Studies that have used structured psychiatric interviews appear to indicate 
differences between obese binge eaters and non binge eaters in lifetime 
prevalence rates of diagnosable psychiatric disorder. Hudson et al (1988) 
indicated increased lifetime prevalence for major affective disorder. Marcus 
et al (1990) indicated that 60% binge eaters met with a criteria for one or 
more psychiatric disorders as compared with 28% non binge eaters. This study 
also indicated a significant difference in the life time prevalence rate for 
developing an eating disorder between the groups - 32% vs 8% respectively. 
Many of these studies are small and larger studies are needed to allow for 
more meaningful comparison, especially for the less common psychiatric 
disorders.
How obese binge eaters and non binge eaters differ from bulimic clients and
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AN+ types are unclear.
The AN+ subtype tends to report higher levels of impulsivity, social 
involvement, sexual activity, family depression and are generally more 
conspicuously emotionally disturbed (Da Costa & Halmi, 1992; Casper et al, 
1980; Garfinkel et al, 1980; Garner, 1991; Garner et al, 1985; Herzog & 
Norman,1985). These features are also common to bulimic clients.
Very little is known about the nature frequency and significance of binge 
eating in AN. Garner et al (1992) state that establishing thresholds for the 
duration, frequency, size of a binge and associated states presents a 
different set of conceptual and diagnostic dilemmas for AN. It is therefore 
ambiguous whether the threshold for size, frequency, duration and associated 
loss of control in binge eating anorexics is the same as in bulimia.
Summary
This essay explores new developments in the understanding of binge eating. 
Binge eating and it's exploration has become more important following DSM IV 
(1994) definition of Binge Eating Disorder. The data indicate that there is 
limited knowledge on the etiology of binge eating and even less known about 
the etiology of BED. The variants of binge eating disorder indicate that there 
are both obese and non obese binge eaters and within these subgroups of 
purgers. Clinical and others differences between these groups are unclear. 
Similarly how BED clients differ from their anorexic and bulimic counterparts 
is also unclear. However, clients presenting with binge eating difficulties 
and BED are steadily increasing and there is an urgent need for further 
research into this area.
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WORKING WITH NON GENERAL PRACTITIONERS IN FUND-HOLDING GENERAL PRACTITIONER 
SURGERIES.
Abstract
This study investigated the psychology needs of sixteen different specialities 
in a fund-holding General Practitioner surgery. Each of the Heads of these 
Specialities completed a standardized interview with the author to assess 
their understanding of the Clinical Psychology service and their needs from 
it.
The results of this survey indicated that all but two specialities were aware 
of what Clinical Psychology services provided and that there existed a wide 
range of needs ranging from specific clinical interventions to broader service 
delivery issues and training issues. These needs are discussed in the context 
of existing skills Clinical Psychologists have and further training needs, as 
well as manpower shortage.
Based on the results a service specification has also been developed to start 
a psychology project with two specialities in the fundholding practice.
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Chapter 1
Background
Following the 1991 contract for General Practitioner's (G.P.'s) on fund- 
holding, the funding of other professionals into general practice commenced. 
Until then primary care was offered by G.P.'s with the delivery of specialist 
services being provided by out-patient services based in secondary care 
settings. The Tomlinson Report (1991/92) made G.P.'s the main purchasers of 
health care and with this came a shift in focus and funding from secondary to 
primary care with the ultimate aim to increase locally based, locally 
delivered health services run by the G.P. with input from local specialists. 
This new model of provision includes shared care skills, walk-in centres and 
out-patient clinics based in primary care settings (Giles,1993). Such out­
patient clinics have also been termed out-reach clinics.
Recent research has focused on the contribution of Clinical Psychologists to 
G.P. surgeries. There has been no research to date on the contributions 
Clinical Psychology could make on an out-reach clinic, whether Clinical 
Psychologists would be able to provide what was required and if so, how they 
could provide it. This current clinical project aims to investigate the 
varying psychological input needs of services based in an out-reach clinic 
through investigator based interview.
The role of the Psychologist
Since the move of Clinical Psychologists into primary care in the 1970's, most 
of the psychological literature has focused on what the Clinical Psychologist 
could do/did in this new setting and how this differed from, the secondary
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care setting. The reason for this development was not explained at the start 
except for stating that it was desirable. Advantages were subsequently noted 
as easier access of services for clients, greater continuity of care, 
increased communication between Clinical Psychology and others, the 
possibility of clients being seen earlier, less need for referring onto other 
agencies, reduced stigma for clients, the potential for the development of new 
therapeutic approaches relevant to primary care, greater opportunities for the 
involvement of the client's family and/or other systems and the possibility 
of reduced costs.
However, a number of issues have not been considered. The context in which 
the service is provided - both political and related to each individual 
service; needs of clients and the referral process and indeed whether the 
skills of the psychologist match these needs have not been considered.
The context
a. Political context-
The ' Health of the Nation' (DOH,1991) focuses on prevention and 
targets a set agenda for preventative health care in the future. Some 
of the health areas identified include the prevention of coronary heart 
disease and stroke, cancer, smoking, eating and drinking, prevention of 
accidents, health of pregnant women and children, diabetes, mental 
health, rehabilitation and asthma (For the full set of targets see 
Appendix d). The Government has gone on to identify some key areas and 
has issued a subsequent document called 'The Health of the Nation - 
First Steps for the NHS (NHS Management Executive, 1992) and this
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document highlights the areas that should have particular priority and 
the levels of service that have an important role to play. The issues 
they have identified for which targets will be set are coronary heart 
disease and stroke, cancers, mental illness, HIV/AIDS and sexual 
health, and accidents. The type of approach being suggested includes 
the following.
development of protocols for detection, diagnosis and management, 
adequate education and training for all appropriate professionals 
prevention
to develop practice profiles of triggers ( eg. smoking, alcohol intake 
when screening for coronary heart disease and stroke)
to promote healthy work place environments.
b. surgery context
The referral sources are potentially many and varied within outreach 
clinics.
A primary health care team has until recently consisted of an 
independent group of people comprising G.P., secretary and/or 
receptionist, health visitor, district nurse and midwife who share a 
common purpose and responsibility.
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The aims of the primary care team are
1. The promotion of health in its broadest terms, through education,
support and the encouragement of self care.
2. The prevention of ill health through prophylaxis, early diagnosis,
education and advice on the value of early contact with the primary 
health care services.
3. The care, treatment and rehabilitation of those who are acutely or
chronically ill.
4. The referral of patients to specialist services where necessary, and
the provision of continuing care following specialist treatment.
(source: Chief nursing Officer, DHSS, 1977).
The primary health care team of today is much larger comprising of a core team 
of G.P., receptionist/secretary and the nursing team, together with a much 
larger network of independent practitioners such as Physiotherapist and/or 
Osteopath, dietitian/nutritionist, psychologists and/or counsellors,a variety 
of consultants specialising in dermatology, surgery, psychiatry, respiratory 
diseases, neurology, paediatrics, gynaecology, and other specialities.
How these relate to one another and what shared aims are present are unclear. 
With specific reference to Clinical Psychology, there may be difficulty 
integrating psychology into medical practice due to the different approaches
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used by both professional groups. These include differences in values and 
systems of practice, differences in clinical responsibility, differences in 
training experiences, differences in responses to emotional issues, 
differences in client expectations and in handling emotional intimacy.
The psychological model insists on autonomy and freedom of choice for both 
patient and therapist. As Elfant (1985) states, " the fact that psychological 
assessment raises a multiplicity of hypothetical issues and clinical guesses 
is disturbing in a hospital environment which is action orientated. There is 
often a strong pressure to come to bottom line decisions to fix people".
The referral process.
The referral process to clinical psychology in outreach clinics appears as 
unclear as the referral process is to adult mental health psychology services. 
From clinical experience it would seem that referrals to psychology are 
generally based on the referrer's knowledge of psychological issues, the 
contact they have with providers of psychological services and their 
preferences as to which professional group to refer to. This rather vague 
process means that often referrals to psychology depend on individual 
characteristics of referrers rather than on an established pattern.
It is also important to keep in mind that other services referring to 
psychology might feel threatened by admitting they do not understand a patient 
or cannot handle a particular situation. This is often because psychology can 
be one of the final referral sources of 'difficult' clients. This may 
influence the referral process.
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Types of referral.
There has been some research on the types of referrals in primary care. Robson 
& Sage (1983) identify patients as falling into three groups.
1. Patients with essentially short term but not trivial problems
which are often related to life transition and which usually 
respond to short term intervention.
2. Patients seen early who might later have been seen in secondary
services once the problem became more severe
3. Patients identical to the patients referred onto secondary
services.
However, how this pattern may change in outreach clinics is not known.
Are Clinical Psychologists the best placed to deliver these services?
There is currently a debate on whether there is a need for Clinical Psychology 
services in G.P. settings or whether services can be effectively provided by 
someone working at a primary care level. Therefore not only is there a need 
to assess the level and demand of psychology services but the nature of the 
demand is also important. There is also a question of whether it is the best 
use of limited manpower given the potential caseload in primary care (Wren, 
unpublished study, 1991). Careful thought needs to be therefore given to the 
best way for psychology to respond and to question whether psychology services 
will be taken away from other groups by investing into primary care.
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What psychological skills are needed need to be assessed. With regards the 
therapist role, the Schwartz & Weiss (1978) description of behavioral medicine 
possibly is the most appropriate. They suggest an integration of theory and 
techniques between behavioral and biomedical sciences in relation to health 
and illness and the application of this knowledge and these techniques to 
prevention, diagnosis, treatment and rehabilitation. However, it is also 
necessary for Clinical Psychologists in primary care to go beyond the 
therapist role and to consider the broader social context of health systems 
and behaviour. Therefore a knowledge of social and organizational systems is 
important.
This then raises the question of whether a generic training in Clinical 
Psychology would be sufficient to provide a service in primary care, and 
especially in outreach clinics or whether more relevant training is important, 
or indeed whether there may be other professionals with more relevant skills 
such as, for example, psychiatric nurses who may have more experience of 
physical systems. With regards clinical psychology input into primary care in 
general, there has been an assumption that there are a number of skills 
transportable from traditional clinical training such as the understanding of 
the fundamentals of human behaviour, of a hypothesis testing, scientist 
practitioner approach to clinical problems and research that can transfer to 
any area of clinical practice. Whether more specialist training in the 
biological, social and psychological bases of health systems and behaviour 
is needed for input into outreach clinics is unclear.
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Therefore a new Clinical Psychology service in an outreach clinic needs to
identify problems that puts a high level of demand on primary care 
resources.
set up criteria for useful intervention whether direct or indirect by 
Clinical Psychology. These could include therapist role, client centred 
case consultation to other professionals based at the practice, 
consultant centred consultation ( eg: helping other members of health 
care team develop a particular skill), set up, run and/or evaluate 
various psychological programmes, research role,and staff support.
carry out evaluations of the service
assess whether psychological involvement adds to the benefit of the 
practice, and if so, at what cost.
There is also a need to assess how the psychology service would fit in with 
other services available to primary health care and the nature of the 
psychologist's relationship with other professionals.
This means that audit of outcome has to be an essential part of a clinician's 
workload. In the document 'Managing the new NHS' (DOH, 1993) the development 
of outcome measures is highlighted as part of the planned strategic 
initiatives for improving clinical practice.
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Hewson (1994) suggests that outcome should be to monitor rather than to 
evaluate and that therefore it should be built into clinical practice. Outcome 
in psychology is difficult to measure and should be linked to factors such as 
the presenting problem, the referral source, length of involvement, etc. The 
problem is that outcome is generally only applicable to closed cases. There 
is a difficulty in measuring outcome on ongoing cases. Outcome of assessment 
or one off consultations also need to be measured in some way. Generally
outcome has been rated on client rating scales, clinician rating scales and
referrer rating scales.
Summary
Since the Tomlinson report (1991) the funding of other professionals into 
general practice has commenced with the setting up of specialist outreach 
clinics providing a variety of treatment, previously offered in secondary 
settings within the G.P. practice. Although Clinical psychologists have 
started to evaluate the potential for working with G.P.'s in general practice, 
they have not started to evaluate their potential input into other
specialities in such outreach clinics. It is suggested that a number of 
factors need to be kept in mind when planning a clinical psychology service 
within such a setting - the context, referral need and process, who is best 
placed to deliver such services and how their relationship to other
specialities, and outcome measurement being some of these factors. Emphasis 
is made on the need to know what the psychology service needs in an outreach 
clinic are.
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Chapter 2
This chapter briefly defines the various specialities in an outreach clinic 
together with describing established psychological contributions to the 
various specialities.
Generally the following specialities may be found in fund-holding practices.
1. Nursing - under which belonged practice nursing and health visiting.
2. Physiotherapy.
3. Osteopathy
4. Chiropody
5. Clinical Psychology
6. Counselling
7. Nutrition
8. Acupuncture
9. Surgery
10. Urology
11. Gynaecology
12. Psychiatry
13. Neurology
14. Dermatology
15. Chest/asthma clinic
16. Diabetes/endocrinology
17. Paediatrics
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The General Practitioner
The General Practitioner is a doctor who provides personal, primary and 
continuing medical care to individuals and families. He accepts the 
responsibility for making an initial decision on every problem his patients 
may present, consulting with specialists when he thinks it is appropriate to 
do so. The G.P. will usually work in a group with other G.P.'s, and even in 
a single handed practice will work in a team and delegate when necessary. The 
G.P.'s diagnoses is composed in physical, psychological and social terms and 
will intervene educationally, preventatively and therapeutically to promote 
patient's health.
Nursing
Practice nurses have been working in general practice as early as 1910 
(Bowling & Stilwell, 1988) although the major start of practice nursing 
commenced in 1965 following the implementation of the charter for family 
doctors which allowed 70% reimbursement of the cost of employing two ancillary 
staff for each practitioner.
Practice nurses carry out a variety of functions. These may include
1. Treatment room work - dressing wounds, immunisation, suturing, 
assisting in minor surgery, ear syringing etc.
2. Screening - well persons clinics, cervical cytology, hypertension and 
ischemic heart disease screening, etc.
3. Health promotion- both opportunistic and planned health promotion is
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carried out such as lifestyle modification advice, providing smoking, 
weight reduction, menopausal clinics, etc
4, Management of chronic conditions- monitoring of health status, advising 
and teaching on an individual basis or running designated clinic 
sessions for diabetes,asthma, etc
5. Obstetrics and family planning - assisting in ante and post natal care, 
family planning etc
5. Counselling - providing information on services open to patients,
assisting patients to come to terms with stressful situations etc.
Since District nurses tend not to be attached to fund-holding surgeries, 
nursing the elderly is also often carried out by the practice nurse. Work in 
this area includes helping with loss, illness, isolation, depression, chronic 
illness, mental decline, physical decline, and death. Helping families and 
other carers is often also a larger part of the work with the elderly.
Health Visitors
Health visitors specialise in work with children, mainly the under 5's. They 
monitor the development of the child through drop-in clinics, carrying out 
developmental checks, supporting and educating mothers, running well baby 
clinics, etc.
Child Psychologists have established good working practice with health 
visitors often carrying out joint working in education, prevention and
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assessment of early childhood difficulties. Programmes for sleep difficulties, 
enuresis, encopresis, eating difficulties, etc, have been developed that 
enable joint work with health visitors. Health visitors often prove to be 
involved in identifying difficulties in mothers and may work with clinical 
psychologists in referring issues such as postnatal depression, issues around 
parenting, relationship breakdown following the arrival of a child, etc. They 
can also sometimes detect difficulties in siblings.
Physiotherapy
Physiotherapy is the treatment of patients by physical methods and agents to 
treat or prevent disease, or to assist in rehabilitation and restoration of 
normal function following disease or surgical operation, the methods used, 
include -
Therapeutic exercises for the limbs, abdominal muscles, chest 
muscles,etc and are of value before or after any significant operation, 
in prenatal or postnatal care, in any patient confined to bed by 
illness and more specifically, in those with disabilities resulting 
from injury or disease. The exercises can be active, i.e. carried out 
by the patient, or passive when movements are made on the patient's 
body by the therapist, eg. unconscious patients to prevent the 
development of muscle contractions.
Massage & manipulation - of value to musculoskeletal diseases
Heat therapy - to aid in the restoration of joint and muscle function 
or hydrotherapy - eg. for arthritis. They may also use a variety of 
other techniques such as ultrasound, electrotherapy etc.
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Joint work between Clinical Psychologists and physiotherapists is not so 
common although they may both often be involved in working with the same 
patient, one at a physical level and the other at an emotional level.
Osteopathy
This is a system of medical therapy that employs manipulation of the body and 
the spine to remedy disease, sometimes when the signs and symptoms seemingly 
have nothing to do with the spine. At a manipulative level osteopathy works 
by normalising the 'osteopathic' lesions causing the problem. A mechanical 
osteopathic lesion is an area of the body, usually containing a joint, that 
has become deranged or involved in strain, thickening of connective tissue, 
pain, shortening, swelling or any combination of these disorders. Should the 
affected area be close to a nerve root or artery in the spinal column then a 
re-mobilisation of the joint and freeing of the connective tissue can allow 
better blood flow not only to the local organs but to the nerves themselves 
that can supply distant organs. In this way osteopathy can produce very 
dramatic results at great distances from the area of treatment. Osteopathy 
also work by re-balancing the autonomic nervous system that regulates blood 
pressure, heart rate, breathing, etc all of which contributes to the 
normalisation of dysfunctional body parts.
Surgery
Although minor surgery is commonly carried out in G.P. practices new 
initiatives for Consultant surgeons to run clinics in outreach clinics 
increases the scope and level of out-patient surgical procedures and enables 
quicker in-patient treatment.
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Psychology has established links with surgery with regards being involved in 
the psychological preparation for surgery and in pain management.
With reference to preparation for surgery, information about the surgical 
procedure and cognitive coping techniques are the most commonly used 
intervention strategies. Studies indicate (Kendall & Watson,1981) that 
psychological preparation for surgery is effective in reducing anxiety and 
increasing coping following surgery as compared with no psychological input. 
The methods of preparation include
a. Information - which is of two types , subjective or sensory and 
procedural (Johnson, 1973). Subjective or sensory information lets 
people know about how they may feel, eg. when you wake up in the 
recovery room you will feel confused, drowsy and forgetful. Procedural 
information is about the process, eg.you will be in the recovery room 
for two hours, you will be checked by the nurse every fifteen minutes 
when she will take your pulse, etc.
It has been shown that sensory information is better at reducing 
anxiety that procedural information.
b. Modelling - filmed models of the situation have been shown as a way of 
reducing anxiety. This contains both procedural and sensory information 
which can be learned vicariously. Generally three types of modelling 
can be shown - the first a mastery model, where the model is fearless 
of the procedures (Vernon,1973); the second realistically anxious model 
(Vernon, 1979) and the third a coping model who is initially fearful
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but then copes successfully (Melamed & Siegal, 1975). This third type 
of model, i.e. the coping model has been shown to have the best effect 
at reducing anxiety.
c. Stress Inoculation Training (Meichenbaum, 1975) - this technique is
based on altering an individual’s cognitive perception of the situation 
thereby effectively managing their stress reaction. Stress Inoculation
Training consists of teaching individuals that thoughts produce
anxiety, helping individuals to recognise these anxiety producing 
thoughts, learning adaptive relaxing and coping thoughts and then 
practising these in stressful situations.
d. Other cognitive strategies such as distraction and convert
desensitization can also be used.
e. Breathing and relaxation - techniques such as progressive muscle 
relaxation, deep breathing and hypnosis
f. Family support
With regards pain management, there is a wealth of psychological literature 
on effective pain management which will not be reiterated here. The basis for 
pain management is the notion that people can perceive pain as more 
controllable if they feel more able to manage it, that is if they feel less 
hopeless and helpless about managing their pain. Approaches include 
progressive muscle relaxation to learn to decrease muscle spasms, self
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hypnosis, Cognitive-Behavioral techniques, stimulus control and self­
reinforcement .
Urology
Urology is the branch of medicine concerned with the study and treatment of 
diseases of the urinary tract. Relevant genitourinary problems to 
psychological intervention include Pollakiuria or excessively frequent 
urination. This can be related to increased micturition when under stress. 
Relaxation and systemic desensitization are techniques that can be used in a 
treatment programme.
Urologists may also often come across psychosexual difficulties, most commonly 
concerning premature ejaculation or delayed ejaculation. Education, behavioral 
strategies as per the Masters and Johnson programme (Masters & Johnson, 1976) 
and counselling are all effective tools in the treatment of these 
difficulties.
Gynaecology
This area has possibly the most potential for psychology. Gynaecology is 
closely linked to the emotional life of the patient - puberty, sexuality, 
fertility and the menopause - all staged defined by physical and psychological 
changes. These include in puberty, coming to terms with periods, development 
of breasts, awareness of own femininity and making decisions over sexual 
behaviour;parturition may include sexual difficulties following childbirth, 
menopause involves the loss of youth and physical discomfort, infertility 
carries issues with it emotional issues around loss and lack of self esteem, 
to practical issues such as when to withdraw from continuing with what may
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become an obsession and couple issues. Hysterectomy may bring about issues of 
loss.Other potential areas include distress of sexually transmitted disease - 
Herpes genitalis, Syphilis and HIV.
Neurology
The contribution of clinical psychologists to the field of neurology in the 
form of clinical neuropsychology is well established. Clinical 
neuropsychologists are concerned with the changes which occur following damage 
to, or disease of, the nervous system.They are able to measure changes in 
intelligence, thinking, memory, personality and other aspects of behaviour so 
that neurological conditions can be more accurately detected, diagnosed and 
treated. They may be able to accurately determine the degree to which the 
client is affected psychologically, and to make prognoses about the likely 
course of the disorder. They play a central role in the management of 
disorders resulting from brain damage or disease, and in the planning and 
conduct of programmes of treatment and rehabilitation.(BPS Directory of 
Chartered Psychologists, 1994).
Clinical psychologists have been involved in developing techniques in pain 
management and therefore in the field of management of headaches. Headaches 
in man predates recorded history and today is probably the most common pain 
complaint. Eighty to ninety percent of the population will suffer from a 
headache in any one year. Headaches can be mild or severe, acute or chronic, 
organic or functional. About 90% of all headaches encountered are considered 
functional or benign, that is involving psychological and physiological 
factors rather than due to underlying disease. (Miller, 1979, Gambill, 1994). 
A number of behavioral treatment techniques have been shown to efficacious
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alternatives to chemotherapy and consist of monitoring, stimulus control 
techniques, self control techniques which include relaxation training 
(progressive muscle relaxation, autogenic training, meditative exercises), 
biofeedback (EMG & thermal); contingency management techniques which involve 
changing the individual's or his/her support system's response to pain.
Asthma & respiratory clinic
Bronchial asthma is a syndrome characterised by episodes of obstruction to 
adequate air exchange in the lungs. Clinical features include wheezing, 
dyspnea, cough and excessive mucus production. The important characteristic 
of asthma is that the impairment to air transportation is reversible either 
through adequate and appropriate pharmacological means or by virtue of normal 
remission between attacks. Asthma can be either extrinsic ( due to allergic 
reaction) or intrinsic (non allergenic). However, most asthmatics show mixed 
reasons.
Allergenic allergens include tree, grass and weed pollens, moulds and fungi, 
dust, insects and some chemicals.
Non allergenic allergens include asprin, exercise, airway irritants and 
infections.
Incidence of asthmas is between 2-20% generally around 5%. Boys are more 
likely to have asthma than girls although this equalises at puberty. Chronic 
asthmas is one the leading causes of lost productivity time.
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There are five classes of asthma -
a. mild,sporadic episodes
b. severe, chronic asthma
c. moderate , chronic asthma
d. acute, serious attack
e. status asthmaticus - rare, life threatening medical crisis
The psychological aspects of asthma continue to be debated, it is generally 
concluded that asthma does not directly result from psychological factors such 
as stress, but that psychological issues arise due to asthma - eg. distress 
at coping with an attack, frightening attacks, helplessness and loss of 
control, etc.
Behavioral treatment is commonly used and aims to
a. alter abnormal pulmonary function or, alter maladaptive emotional
concomitants
b. alter maladaptive asthma related behaviour and family patters.
With regards altering pulmonary function techniques used include relaxation 
training, biofeedback, direct operant conditioning and systematic 
desensitization. (Alexander et al, 1979). However, according to Davis et 
al, 1973 behavioral strategies although effective in the short term do not have 
significant long term effect.
Other psychological issues include learning to live with asthma, adjustment 
within the family, compliance with treatment regimes and anxiety associated 
with asthma attacks.
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Diabetes and Endocrinology Clinic
Endocrinology is the study of the endocrine glands and the hormones they 
secrete. Endocrine glands are ductless glands that manufacture one or more 
hormones that are secreted directly into the bloodstream. Endocrine glands 
include the pituitary, thyroid, parathyroid and adrenal glands, the ovary and 
testis, the placenta and parts of the pancreas.
Diabetes mellitus is a syndrome where there is an absence of the pancreatic 
hormone insulin. There are two major types of diabetes
juvenile onset diabetes, which comes on very suddenly. These children 
or young adults are totally dependent on regular insulin injections 
plus a strict diet to control their sugar levels and,
maturity onset diabetes which has a slower onset in middle or later 
years and can usually be controlled by diet alone or with special 
medication.
In a small number of patients diabetes mellitus is associated with some other 
predisposing disease such as Acromegaly (increase in size of hands, feet and 
head), Cushing's Syndrome (muscle wasting and weakness, excessive bruising, 
facial obesity and 'hump' - due to excessive secretion of adrenal glands) or 
Haemochromatosis (iron is deposited in body tissues causing malformation of 
the organs concerned).
Psychological input in the early onset group involves helping with compliance 
to injecting and diet and can be particularly difficult in adolescence.
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Working with families in helping them cope with this difficulty both 
practically and emotionally also forms a large part of the work. Acceptance 
of this chronic condition can often be an issue in both groups and often 
adjusting to change forms an important part of a psychologist's work.
Dermatology
Dermatology is concerned with the diagnosis and treatment of skin disorders. 
Psychologists have been involved in providing behavioral techniques in the 
prevention of scratching in eczema and in counselling for disfiguring skin 
conditions.
Eczema is an inflammation of the skin causing itching with a red rash often 
accompanied by blisters that weep and become crusted. Subsequent scaling, 
thickening or discolouration of the skin can occur.
Cardiology
Coronary heart disease is the most common cause of death in Britain costing 
nearly £10 billion a year in lost production and hospital care (McMurray, 
1994)
Coronary risk factors include type A behaviour and hypertension. Relaxation 
techniques, cognitive behavioral therapy and stress management have been shown 
to be important in reducing coronary heart disease.
Acupuncture
Acupuncture originated in ancient China some 2000 years ago. It is based on 
the principle that there is a nervous connection between the organs of the
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body and the bodysurface. Acupuncture involves the stimulation of acupuncture 
points (specific areas on the body related to the 'diseased organ') usually 
with fine needles in a way as to modify the activity of various parts of the 
body.
This chapter briefly describes the various specialities based in an outreach 
clinics and looks at the contributions psychology has made in some of them. 
The current study aims to investigate the specific psychology needs of these 
services in one particular outreach clinic and to note if these needs fit 
into already established input or whether there are other unique needs.
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Chapter 3
Aim
The aim of the project was to investigate the psychology needs of a multitude 
of services based in a fundholding surgery in order to document what these 
specialities' understanding of a Clinical Psychology service was, together 
with trying to obtain a comprehensive list of needs in order to develop a 
comprehensive and effective service. Based on the results of the survey it was 
also decided to set up a Clinical Psychology project in one speciality.
Rationale
Due to the expansion of a variety of services in fundholding practices, 
referrals to psychology are now not only made by the G.P. but also by a 
network of other professionals. It is therefore essential to find out the 
needs of these various professional groups to develop both an academic 
understanding on the application of psychological principles in a variety of 
settings to a variety of difficulty; and to also develop clinical packages 
that provide an effective service.
Method
The sample consisted of fourteen Consultants and Heads of Service, one from 
each speciality based in a large fund-holding practice. All the subjects (S's) 
were interviewed by a Clinical Psychologist (NK). All specialities based in 
the fundholding surgery were included in the survey.
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Procedure
The Consultants and Heads of Service were informed through a Heads of Service 
meeting that the head Clinical Psychologist (NK) was carrying out a survey 
that would require an hour of their time. All S's were informed that their 
participation was voluntary and that the meeting was to assess what needs they 
may have from a Clinical Psychology service on site. All specialities 
volunteered to take part and one hour meetings were scheduled with each of the 
subjects. These took place over a period of five months. All interviews were 
conducted by the Clinical Psychologist (NK) using a standard format (see 
questionnaire 1). All answers were written and were confirmed with each 
Consultant or Head of Service at the end of the meeting. These answers were 
then summated.
Measures
The interview was carried out according to a standard format as detailed in 
Questionnaire 1.
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Questionnaire 1
1. Are you aware of the existence of a Clinical Psychology service within 
this practice?
2. If yes, could you briefly explain your understanding of what sort of 
work Clinical Psychologists do.
3. Do you see a need for any Clinical Psychology input into your
speciality?
If yes, please answer questions 4 & 5, if no, please go to question 6.
4. Could you please state what these needs are.
5. Would you like to think about a way of developing these needs. How
could this be done?
6. Please give your reasons for why you think that there are no needs for 
any psychology input.
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Results
Answers to questions 1-3 are given in tabulated form.
Nursing Yes 2 2
Physiother. Yes 0 1
Osteopathy Yes 1 1
Chiropody Yes 2 1
Counselling Yes 2 1
Nutrition Yes 2 2
Surgery Yes 1 1
Urology Yes 2 2
Gynaecology Yes 2 2
Psychiatry Yes 2 2
Neurology Yes 2 2
Dermatology Yes 0 0
Chest/ asthma Yes 1 0
Diabetes/
endocrine
Yes 1 1
Paediatric Yes 2 1
Acupuncture Yes 1 1
code:
Q2 - 0= no understanding
1= some understanding, but wanting clarification 
2= good understanding
Q3 - 0= no input needed 
1= some input 
2= definite input
200
Clinical Project -  PsychD
Q4. Needs from Clinical Psychology by the various specialisms.
1. Nursing.
Input into preventative work, both at a clinical level, eg. offering a 
seminar on the psychological factors contributing to overeating, in the 
weight clinic, psychological techniques of giving up smoking, etc.
To be able to refer clients with psychological needs directly without 
referring via doctor.
To have support and possibly supervision on some clients they see. 
More help on crisis management.
2. Physiotherapy.
To be able to refer stress problems and hyperventilation syndrome. 
(They were often referred individuals with chronic stress for physical 
management of tenseness, weren't aware of the approaches we offered 
that were complimentary).
Great interest in sports psychology, were thinking of setting up a 
sports injuries clinic and in this felt that there would be an 
important place for psychology.
3. Osteopathy
Similar to above, also help with behavioral strategies to help reduce 
chronic back pain
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Chiropody
To know how to suggest to a client that they need psychological help 
and when to do this.
More understanding of the psychological needs of the elderly.
5. Counselling
To be able to refer severe or chronic problems or for more specialist 
intervention such as for example cognitive therapy.
6. Nutritionist
Joint work with clients who have eating disorders, particularly obese 
binge eaters.
Increasing compliance in staying with diets.
7^ Surgery
Support for women who have been diagnosed as having breast cancer.
The worried well and ways of reducing anxiety.
Preparation for surgery.
Techniques for helping reduce anxiety over aesthesia.
Support of medical and nursing staff.
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8. Urology
Psychosexual difficulties, particularly impotence and premature 
ejaculation in men, dyspareunia in women.
Teaching and training of staff in psychological techniques.
Cultural differences in the perception of and management of sexual 
difficulties, with particular reference to Arab and Asian men.
9. Gynaecology
Psychosexual difficulties in women - dyspareunia, vaginismus and loss 
of interest.
PMT and issues around menopause 
Infertility counselling.
Pre and post abortion counselling.
To be able to refer clients for psychological help - the Gynaecologist 
would often identify women who had been subjected to sexual abuse or 
rape through their fear of having internal investigations. Also the 
occasional anorexic or bulimic client due to amenorrhea.
Counselling following the diagnosis of tumours or cancer of the uterus.
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10. Psychiatry
To be able to refer clients for psychological intervention
To be able to refer clients for psychometric assessment
To be able to work jointly on marital and family issues.
To be more skilful in using cognitive approaches - possible training 
from clinical psychology and/or supervision of a case.
11. Neurology
To be able to refer clients for assessment
To be able to refer clients for rehabilitation.*
Family support
To have input into epilepsy clinic.
12. Diabetes/endocrinology
Compliance with sticking to dietary routine and medication
To start a support group for teenagers with diabetes
Input in producing effective leaflets giving information on diabetes 
and self care.
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13. Paediatrics
To be able to refer children, adolescence and their families for 
psychological help, however, uncertain of how this would work with 
regards networking.
14. Acupuncture
To be able to refer clients for psychological therapy. It was felt by 
the Acupuncturist that psychotherapy worked in a complimentary fashion 
to acupuncture - that acupuncture helped release energy making the 
client more emotional and therefore in a better position to respond to 
therapy.
More knowledge on the behavioral techniques of pain management 
More information on Neuro Linguistic Programming (NLP).
Both Dermatology and the chest/asthma clinic did not see an immediate need 
for psychology. The reasons given were that they did not see sufficient 
clients needing psychological intervention to merit the need of such a 
service.
With regards how to go about developing a service to meet the needs - 
nursing, nutrition, counselling, psychiatry, neurology and paediatrics felt 
that this was already established and that they did not need to formally 
develop things further. Most interested in developing a service were urology 
and gynaecology.
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The Urology clinic was particularly interested in a psychosexual clinic for 
men and Gynaecology was interested in a psychosexual clinic for women. Based 
on the level of need as stated by the high number of potential clients in each 
service, the long wait time for appointments from the local Psychosexual 
Clinic, established data on the effectiveness of psychological techniques in 
the treatment of sexual difficulties and the interest and enthusiasm of the 
Consultant Urologist and Consultant Gynaecologist, it was decided to develop 
a Psychosexual Clinic within the practice.
How this service was developed is outlined in Chapter 4
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Chapter 4
SETTING UP A CLINIC FOR PSYCHOSEXUAL PROBLEMS 
Objective
Mission Statement -
To offer an efficient, direct and responsive clinical psychology service based 
on site , comprising of assessment, treatment and evaluation for psychosexual 
difficulties, to individuals and couples.
Aims
To selectively refer patients who would benefit from short term psychological 
input (8-12 sessions).
To have a maximum waiting time of two weeks for their first appointment.
For clients to subjectively and objectively improve.
The Service
The service will be primarily clinical offering assessment and treatment to 
clients.
Assessment will always comprise of a full psychological assessment interview, 
following the standard structure (see Appendix a); together with when 
appropriate (as deemed neccessary by the Clinical Psdychologist) the 
administration of standardised rating scales (such as the Beck Depression 
Inventory, Beck Anxiety Inventory, etc).
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A range of treatment techniques will be provided, ranging from Counselling, 
Behavioural approaches. Cognitive Therapy, Systemic/Couple therapy and Brief 
Focussed Dynamic Psychotherapy. The appropriate treatment will be decided 
following assessment by the Clinical Psychologist.
Apart from the clinical input, the service will also include
case discussion with the Urology or Gynaecology Consultant if relevant.
Teaching and training for all interested primary care staff. This will 
take the form of seminars on certain subjects, eg. Treating sexual 
problems using Behavioural methods, providing staff with a 
psychological perspective on a case they may be seeing, improving 
client interview techniques, etc.
Research and service evaluation
Referral process
Referrals from all members of the two specialities will be accepted
The client(s) will be offered an initial assessment appointment within 14 days 
of receiving the referral.
An initial full assessment will be carried out by the Clinical Psychologist, 
followed by therapeutic intervention to suit the client's needs. Referral will 
be made onto other more appropriate bodies following assessment if the 
clinical psychologist is unable to take on the referral due to it being 
outside the scope and provision of the service. This will be done following
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consultation with the referrer.
It is upto the Clinical Psychologist's discretion to decide on the duration 
of therapy which may be negotiated on the basis of the first assessment.
Workload
Eight hours a week of which one and a half hours will be allocated to 
administration, liaison, etc.
Evaluation
Outcome measures will be both subjective and objective.
Subjective measures will obtain some idea of the effectiveness of therapy 
either in terms of the change of symptoms or change of coping.
Objective measures will include the reduction in referral on of clients to 
an existing psychosexual service and reduction in consultant contact, thereby 
measuring some idea of savings in costs.
Subjective measures include
A Pre and Post rating scale completed by the client(s) on the change of 
severity of symptoms and attitude change (see Appendix b). Also therapist 
rating and consultant rating on their view on the change of the client's 
symptom severity and coping.
A user satisfaction survey towards the end of the agreed period (see Appendix 
c).
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AUDIT
Quarterly monitoring of the service will be carried out using the following 
data.
Direct Work
No: of new clients/quarter 
No: clients ongoing/quarter
Type, severity and chronicity of referred problem 
Average therapy inputs per client/quarter 
Wait time for first appointment
Indirect work
No: of clinical meetings attended
No: consultations per staff (average time spent/quarter)
Teaching and training (hours of delivery and presentation.
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Chapter 5
Discussion
The new model of service provision emphasises a shift in focus from secondary 
to primary care with locally based, locally delivered services run by the G.P. 
with input from local specialists. These outpatient clinics based in G.P. 
surgeries consist of a variety of specialities and have also been termed 
outreach clinics. What input psychology could have into these clinics is 
investigated in this study.
The results indicate that the profile of needs from psychology is great. All 
but two of the sixteen specialities questioned requested some form of 
psychological intervention. The types of intervention required were varied 
ranging from clinical work tostaff training and service delivery issues.
This then raises the issue of who is best placed to offer this service and if 
it is psychology, whether the existing training structure is adequate for 
Clinical Psychologists in this field or whether more specialist training is 
required. The current study indicates that intervention is required at a 
biological, affective, cognitive and behavioural level as well as at a 
systemic and environmental level.
Within the biological sphere, treatment strategies are designed to directly 
change actual physiological responses, eg. relaxation for hypertension. 
Specific symptoms associated with a disease can also be treated , eg. hypnosis 
for pain control. Within the affective domain, emotional states such as 
anxiety and depression are focussed, whilst within the cognitive domain how
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a person conceptualises a problem is changed. Behavioural techniques change 
maladaptive behaviours, family intervention can be carried out and some 
targets can be environmentally focussed , eg. making a clinical procedure 
'user friendly', eg. anaesthesia.
Clinical psychologists are the most broadly trained mental health 
professionals (Brunning et al, 1994) and their skills basis is most likely to 
suit the varying demands of an outreach clinic. The main area that may need 
extra training is the biological one - that is more training in medical 
psychology.
This study indicates that there is a huge untapped potential for clinical 
psychology in many medical spheres, and that areas of psychological input as 
identified in secondary care settings are equally applicable in primary care 
settings. The results also indicate that the needs from Clinical Psychologists 
in primary care settings are many and varied and are not only clinical but 
also include interest in being taught psychological principles and the 
application of psychological principles to help better patient management. 
However, before Clinical Psychologists set themselves up as 'in-house' 
specialists it is essential that further investigation is carried out in 
order to be clear about the multitude of needs and the best way of meeting 
these and evaluating them. It would also seem neccessary to justify such 
involvement by Clinical Psychology given the already existing difficulty in 
the shortfall of Clinical Psychologists and thereby the difficulty there is 
in meeting the needs of already established areas of work.
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Chapter 6
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Appendix a.
Standard Interview Structure 
Areas covered include:
1. The nature and development of the sexual problem
2. Family background and early childhood
3. Early sexual developments and experiences, including homosexuality
4. Sexual information
5. Relationship with partner 
it's development
sexual relationship 
general relationship 
children and contraception 
infidelity 
commitment
6. Schooling and Occupation
7. Interests
8. Religious beliefs
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9. Medical history
10. Psychiatric history
11. Use of alcohol and drugs (including smoking)
12. Appearance and mood (mental state)
13. Goals and motivation
14. Physical examination and investigations so far
(taken from Bancroft, J (1983) Human sexuality and it's problems, Churchill, 
Livingstone)
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Appendix b.
Symptom Severity Scale
(administered at the beginning and end of treatment by client)
How severe would you say your difficulties are, please circle correct 
response.
1. Hardly a problem
2. Mild
3. Moderate
4. Severe
5. Extremely severe
How would you say you were coping with your difficulties, please circle 
correct response.
1. Extremely well
2. Well
3. Moderately well
4. Not very well
5. Extremely badly
(The same questionnaire but with the wording altered from you/your, to "the 
client" to be completed by the referrer and the Clinical Psychologist at the 
beginning and end of treatment)
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Appendix c.
Client Questionnaire (administered at the end of therapy)
The Clinical Psychology service offered to you was part of a one year project. 
In order for us to continue with the service it is vital that we receive some 
client feedback and we would therefore appreciate your answers to the 
following questionnaire which should take you about half an hour to complete. 
Please be open we do not need to know your name.
1. Who referred you to the Clinical Psychologist?
2. How did you feel about being referred?
3. What did you think your difficulties were at the time?
4. Did this view change after your consultations?
5. Did you find it easy to talk to the Clinical Psychologist?
6. Did you think you had enough time to explain your difficulties?
7. Do you think the Clinical Psychologist understood your problems and 
feelings?
8. Did you find the consultations useful?
9. If "yes" to question 8, in what ways did you find it useful? Please 
list.
10. Did the consultations help only you, or did they in way help with 
relationships, such as partner, family member, friends, etc.
11. Would you have liked a different sort of help, please specify.
12. Would you have changed the consultations you had in any way, please 
specify.
13. Were you happy with the way the consultations ended?
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14. What are your overall feelings about the service? Please suggest any 
improvements that you thinkk could be made.
Thankyou for taking the time and trouble to complete this questionnaire. 
Please return it in the sae provided or hand it to the 
Practice Manager 
address X.
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Appendix d.
Focus of 'targets for health for all' by the year 2000 in Europe (WHO,1986)
Targets 1-12 Health for all
1. Equity in health
2. adding years to life
3. better opportunities for the disabled
4. reducing disease and disability
5. eliminating measles,polio,neonatal tetanus,congenital 
rubella,diptheria,congential syphilis and indigeneous malaria
6. increased life expectation at birth
7. reduced infant mortality
8. reduced maternal mortality
9. combating disease of the circulation
10. combating cancer
11. reducing accidents
12. stopping the increase of suicide
Targets 13-17 Lifestyles conductive to health for all
13. developing healthy public policies
14. developing social support systems
15. improving knowledge and motivation for healthy behaviour
16. promoting positive health behaviour
17. decreasing health-damaging behaviour
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Targets 18-25; Producing healthy environments
18. policiesfor healthy environments
19. monitoring assessment andcontrol of environmental risks
20. controlling water pollution
21. protecting against air pollution
22. improving food safety
23. protecting against hazardous wastews
24. improving housing conditions.
25. protecting against work-related health risks
Targets 26-31 Providing appropriate care
26. A health care system based on primary health care
27. distribution of resources according to need
28. re-orientating primary medical care
29. developing teamwork
30. co-ordinating services
31. ensuring quality of services
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ABSTRACT
Pregnancy is a biological process that takes place within a 
particular social and cultural setting, A great number of 
physiological changes occur during this period of time but there 
is little agreement as to the psychological changes that may also 
occur. Since pregnancy takes place within a particular social 
setting, such settings undoubtedly affect the way a woman 
experiences being pregnant. Therefore, not only should the 
psychodynamics of the individual be studied but also the efffects 
of settings where pregnancy takes place.
This study aimed to investigate psychological changes in 54 
primipareous women between the period of 11-20 weeks gestation in 
terms of their views of pregnancy, and the effects of medical 
settings on these views; attitudes to ultrasound screening; foetal 
locus of control and anxiety and depression. It was hypothesised 
that the medical settings would influence now women saw pregnancy 
with such women more likely to see pregnancy as an illness. It was 
also hypothesised that this in turn may affect how much in control 
the women felt towards themselves and towards the health of their 
baby. This was measured using the Foetal Health Locus of Control 
Scale. Whether changes in anxiety and depression ocurrsd, as 
measured by the Leeds Questionnaire were also studied, with
particular reference to whether pregnant women had generalised 
anxiety or specific anxieties relating to the pregnancy.
The women were given these various seal es at il weeks gestation 
and again at 22 weeks gestation together with a questionnaire 
regarding their views towards ultrasound screening at 22 weeks.
The results indicated that contrary to expectation women started 
off by seeing pregnancy as requiring hospital care and medical 
supervision and with increasing time this view moved to be even 
more closely associated with other medical conditions requiring 
medical treatment & intervention. Women's attitudes to screening 
were very positive and apart from it confirming that the foetus 
may or may not have any abnormalities it was seen to provide women 
with 'visual proof' that there was actually a baby, thus 
increasing bonding with the baby. This sample of women started off 
with a high degree of belief in control by chance which changed 
with increasing time to a belief in control by powerful others 
such as physicians and nurses. This may have ocurrsd due to 
women's views of pregnancy becoming more medicalised. This lack of 
internal control over pregnancy is discussed in terms of previous 
research findings of it leading to postnatal depression ana 
difficulties over labour. No changes in anxiety and depression 
were noted with time, although it was noted that women had 
specific anxieties concerning the pregnancy and childbirth 
process.
It is concluded from these results that although the women see 
pregnancy as an illness, this does not affect their psychological 
state and that in fact, the women like the care offered to them in 
the hospital. The importance of fostering personal control, 
particularly in primipareous women is discussed, and this loss in 
control is seen as a disadvantage of the high technological 
approach of care to pregnancy.
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CHAPTER
INTRODUCTION:-
"Let us describe the expectant mother as one who is just as 
expectant in her cerebrum as she is in her uterus" (Goodrich, 
1961)
Pregnancy is a biological process that takes place within a 
particular social and cultural setting. Such settings therefore 
undoubtedly affect the way a woman experiences being pregnant. One 
way to study such influences on the psychology of reproduction is 
to examine the activities surrounding critical stages of a woman's 
reproductive life such as beliefs and attitudes, as well as 
patterns of activities associated with these. Such data represent 
a valuable source of information about the types of external 
influences that may affect the psychological experience of 
reproduction for women. Information abcup a particular social 
influence may be supplemented by a clinical understanding of the 
psychodynamics of the individual and by scientific knowleoge aboup 
the effects of hormones on behaviour, thus joining different 
perspectives that together provide an insight into the experience 
of a particular woman in a particular social mileau. Such insignt 
would provide an appropriate basis for the effective treatmenp of 
the clinical problems that arise in the area of psychosomatic 
opstetrics and gynaecology. In addition, insight into the social 
and psychological origin of the individual's experience may be 
useful in the prevention of the development of such problems.
This chapter therefore explores the experience of being pregnant, 
the settings within which pregnancy most commonly takes place 
today together with the activités that occur within these settings 
and also reviews existing research on the psychological state 
during pregnancy. How these factors relate to one another is also 
discussed using existing research findings and generating 
alternat ive hypotheses.
1.1 The Experience of being Pregnant
"Pregnancy is an important 'transitional period' in the fern 
life cycle, one in which a high degree of wish fulfilment and neeo 
gratification is experienced with a certain amount of conflict and 
stress" (Zajicek,19S1)
Physiologically, the pregnant woman undergoes many change 
the nine month gestation period. Such changes often hr 
them a host of minor physical complaints such as dr 
tiredeness, back-ache, etc.
Society lays ground plans for women too. In Western Society, the 
first pregnancy has greater symbolic value than later ones. It : a 
a visible sign that a woman is able to take on responsibilities of
the traditional female role. It creates a greater division of 
labour between sexes (Cohen, 1973; Rossi, 1968). It separates 
women, at least temporarily, from their career interests and 
brings them into the home to take on the nurturing, giving them a 
role within the family unit. This role change is accompanied by 
changes in status, social situation and relationships. There is an 
irrevocable move from being an independent person to becoming a 
mother with a life-time's responsibility to another human being 
(Zajicek, 1981). Relationships with others will also change such 
as the relationship between the pregnant woman and her partner ana 
her relationship with her own family members.
Taking into consideration the number of changes occuring to a
woman during pregnancy, it may be predicted that some
psychological upheaval may result. Yet, there is suprisingly
psycho !
pregnancy. Most of the research in the field has concentrated 
instead on aspects such as pain curing labour, weeping in the 
early postpartum period, maternal 'blues' and postpartum 
depression. In general, research on the psychological effects of 
pregnancy on women has hinted that psychological problems are 
caused by either the psychodynamic makings of the individual or 
the biological changes involved during the gestation period. The
context within which pregnancy occurs has been largely ignored.
There is, however, some evidence to suggest that the context 
within which pregnancy is experienced can greatly affsci the 
psychological makeup of pregnant women.
1.2 The Medicalization of Pregnancy
As stated above, pregnancy is a life process, likened to other- 
natural processes in a woman's l_ife such as menstruation,
menopause and ageing. Yet, pregnancy today is seen in a medical 
context. Many writers have commented on the ever increasing
medicalization of life in 20th Century Western Society (eg. Zola, 
1972; Illich,1977; Inglis, 1983). Medical jurisdiction has
expanded to encompass aspects of daily living which, until
comparatively recent times would scarcely nave been conceptualized 
in the field of medicine. Pregnancy and childbirth are no 
exceptions to this rule. In a space of a few hundred years
pregnancy has been transformed into what was a traditionally 
social and community based event to what is now a 'medical event 
which must be augmented, managed, accelerated and monitored by a 
highly trained team of medical experts' (Oakley, 1980). Thus
pregnancy has become a science and the childbearing woman a
patient. Such involvement of the medical sphere has evolved due to 
the physiological factors associated with pregnancy but the 
medical sphere has blossomed into becoming too dominating and no 
distinction is made between major and minor symptoms of clinical 
importance in pregnancy and both are seen as natural of a
dramatically altered physiology.
In the 18th and 19th Century, antenatal care as a conceot did noi 
exist. Neither the providers of health care nor pregnane women 
considered routine supervision necessary. There were no clinics or
hospital departments set aside for this purpose, there was no 
professional body who had claimed the care of females as its
expert territory and there was, furthermore, no systematic body of 
knowledge or techniques applicable to pregnancy which could 
provide a rationale for medical supervision. To say this does not 
mean of course that some idea of taking care of pregnant women 
had not been incorporated into most of society's ways of managing 
childbirth throughout history. In a paper published in 1883, for­
ex ample. Engleman reviewed many of the ancient customs for- 
protecting the health of pregnant women from the changing of 
pregnant women's shoes to 'chase the devil' in Esthoria to the
more practical external abdominal massage and altering of foetal 
position practiced in ancient Japan. A few medical practices such 
as blood letting were also carried out and some women, mainly
those who could afford it, did attend doctors and midwives for the
purpose of seeking successful outcome to pregnancy but here
exceptions served to prove the rule - the rule that pregnancy 
itself did not constitute a medical phenomenon (Oakley, 1980). 
Whilst progress in the care of pregnant women is to be commended, 
what type of progress is being made, how this progress affects the 
pregnant women and what limits such progress should have should be 
questioned.
There are two main stages in the development of what has been
termed the 'médicalisation of pregnancy '. The first consisted of 
its incorporation into medical discourse in the 18th Century as a 
'Natural Stats' and the second, its redefinition as a pathology
(Oakley, 1980) - i.e. as a medical condition akin to illness, thus
categorising all pregnancies as potentially pathological. With 
this, antenatal care received it's final mandate, written by the 
medical profession, giving an unprecendented degree of licence 
over the control of pregnancy management procedures. In relation 
to this developed the 'high technology approach' to pregnancy. 
(BeVis, 1950,1952;Fu.chs & Ri is,1956, She111 er, 1956) This consisteo 
of offering pregnant women, as routine procedure, the ultimate in 
technological care ranging from blood screening, ultrasonography, 
amniocentesis, chorionic villus sampling and other screening tests 
for the detection of foetal abnormalities (instead of being used, 
as initially devised as a diagnostic procedure for 'high risk' 
groups of women, i.e. where some form of abnormality i n the foetus 
could be predicted) from the time of conception to during and 
after chil dbirth.This has meant the movement of women into a 
highly specialised field of science where pregnancy has to be 
monitored at specially equipped hospitals or clinics.
Advocates of this high technological approach to pregnancy and 
childbearing assert that the present system of maternity care is 
designed to enhance the "safety" of mother and child and point out 
the reduction in perinatal mortality as evidence that modern 
obstetric practices are paying off - the implication being that 
the mortality rate would increase dramatically should progress in 
the obstetric field be in anyway impeded (Richards, 1982). Yet. 
mortality statistics are open to alternative expiations, for 
example, improved methods of contraception have contributed to the 
decline in mortality (Titmus, 1984). However, rather than 
contribute to the debate of the efficacy of such techniques, it is
felt that an understanding of the psychological contributions of 
such techniques may be useful - for example, does the physical 
safety underlying the high technological approach also imply 
'psychological safety' in terms of anxiety reduction for example? 
There has been to date, little research to evaluate this, although 
some investigations have been carried out on the psychological 
effects of ultrasound screening in 'high risk' pregnancies. The 
findings of these studies are discussed in the following section.
1.3 Prenatal Screening & Diagnosis
•=,rr-ppnAs stated above there are many different types of 
procedures, the most popular being ultrasound screening, although 
other procedures such as Serum Alpha Protein testing, 
amniocentesis, chrorionic villus sampling, etc are also used.
The discovery of such new therapies and monitoring techniques 
an important point in the history of medicine and thus the hissory 
of prenatal and antenatal cars. Whilst there is no doubt that the 
creation of a specific body of knowledge and related technical 
resources is intrinsic to the process of professional growth, the 
development of such techniques have further placed the pregnane 
woman within a highly specialized medical model.
"Foetal monitoring equipment has greatly altered the labour room. 
Sensors, wires, recording equipment and continuous mechanical 
sounds have become prominent features in the environment of both
physician and pregnant woman" (Starkman & Youngs, 1982). Precisely 
at a time when many expectant couples are expressing an interest 
in a personal and humanized birth experience, many maternity areas 
.have assumed the characteristics of an intensive care setting. The 
psychological repercussions of such settings are only just being 
reported (Starkman, 1977,1976 ; Lee & Buggish,1976 ; Shenker,1973 ; 
Berger,1978). However, all these studies have been carried out on 
'high risk' pregnancies, i.e. where there is a strong possibility 
of foetal abnormality and the results therefore, are not 
necessarily representative of the wider population of pregnant 
women.
In a study by Starkman (1977) the psychological responses of 'nigh 
risk' pregnant women to foetal monitoring by ultrasound were 
categorised as follows;-
Positive Responses
a . The monitor as a source of comfort & protection-
The monitor was viewed by women as an extension of the 
physician and women were noted to remark on the special 
reassurance they felt through it. In some instances, the 
monitor became invested with almost 'divine' predictive 
powers, where it was seen as an omniscient, omnipotent agent 
that quaranteed the babv would survive.
b . The monitor as an aid in communication -
Some women felt that the monitor created a common ground for 
discussion between the physician and herself or between her 
husband and herself.
c . The monitor as an extension of the pregnant woman -
Several women felt that the monitor could give physician;
information they were unable to.
d . The monitor as an extension of the infant -
Women confirmed that their baby was alive and normal.
e . The monitor as an aid in Partner interactions -
The monitor was seen as facilitating communication between th? 
pregnant woman and her partner.
NegativeK n.t=gi_in = t;;=
a . m e  monitor as a source of discomfort and annovance -
Women mentioned the interference of wires dangling betwei 
their legs or abdomen, and some experienced physic;
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b . Competitive feelings towards the monitor -
Some women felt that the monitor was giving physicians false 
information about how they were feeling. They also felt that 
the monitor denied them the right.of say.
c . The monitor as a source of anxietv and fear -
Some women felt anxious at the procedure harming the baby,
others felt anxious having seen the baby, on their ability to
cope.
This study however, gives no details of the subjects, the test 
procedures and no percentage rate for replies in each category.
In addition to the above results, a significant relationship was 
found between an exclusively positive response to the monitor and 
a previous loss of a pregnancy. Women with no history of abortions 
or miscarriages responded negatively to ultrasound scrsening 
procedures. This finding is interpreted by Starkman (1977) as cue 
to women with a 'low risk' background experiencing resentment an 
being deprived of the opportunity to discover and utilize persona 
coping behaviours due to intrusion by the monitor. In conclusion 
The reduction of anxiety in high risk pregnancies throug 
ultrasound screening procedures is commended in this stuoy on on 
basis that aside from psychological distress, the physiologica 
concomittants of anxiety such as alterations in blood pressure an 
blood flow which may have significant effects on the health of th
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mother and foetus are reduced through such feedback. In addition, 
it is also pointed out that extreme anxiety and fear may lead to 
excessive medication and sedation of the mother with potentially 
deleterious effects of the newborn. The study concludes by stating 
that screening procedures play a potentially vital role in anxiety 
reduction in high risk pregnancies.
Screening may reduce anxiety due to women investing omnipotent 
qualities to the screening procedure, i.e. having a belief t^at 
the screening predicts a 'true' picture of the foetus they are 
carrying (Starkman, 1977). This belief can provide a powerful
defense against anxiety, in particular for those women who have 
suffered a traumatic experience of foetal loss in a previous
pregnancy. In addition, the monitor lends itself to incorporation 
into the individual's defensive style of coping with anxiety.
Women who feel inadequate or wish to have decreased responsibilitv
may abdicate responsibilitv to the monitor without expressing 
guilt. Women who rely on intellectual understanding on the other 
hand, may find the concrete information provided by the monitor a 
useful aid. The monitor oan also alleviate anxiety by facilitating 
the involvement of partners, thus diminishing fears of isolation 
and enhancing a sense of support, sharing and security. The 
monitor can become a source of anxiety in several ways. Anxiety 
may arise when there is incongruity between the pregnant woman's 
expectation of how the monitor is used and the actual utilization 
of the equipment. For example, women who presume that monitors are 
used predominantly for 'problem pregnancies' may become
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apprehensive and anxious. Another source of anxiety stems from the 
fact that the use of the monitor can make overt to the woman the 
existence of potential problems that otherwise might never be 
apparent.
There have been a few other studies t)n the effects of ultrasound 
screening and on the effects of amniocentesis.
Many of the studies on the effects of ultrasound have used 'high 
risk' groups of women as subjects. For example, in a study by Tsoi 
et al (1987), a sample of 30 pregnant women with high Serum Alpha 
Protein levels (a plasma protein, which when raised may indicate 
open neural tube defects in the foetus) were screened by 
ultrasound. A significant reduction in anxiety was noted on rhe 
State Trait Anxiety Inventory (Spell berger et al,1970) after the 
screening procedure. In a study by Fearn et al (1982), also on the 
effects of ultrasound, a similar reduction in anxiety levels was 
noted in 176 women with raised Serum Alpha Feto Protein levels. In 
a study by Robinson et al (19S4) a reduction in anxiety levels as 
measured by the Speilberg Inventory was noted in high risk 
pregnancies after amniocentesis. One of the very few studies on 
anxiety levels in 'low risk' pregnancies was carried out by 
Reading & Cox (1981). This study tested women's anxietv levels to 
high and low feedback of ultrasound results. A reduced level of 
anxiety was noted if feedback of the ultrasound results were given 
to women as opposed to no feedback.
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It is therefore difficult to conclude from the given evidence, 
whether the movement of pregnancy into a medical sphere and thus 
the high technological approach has had any psychological effect 
on pregnant women. Whilst ultrasound screening may benefit 'high 
risk' groups of women, there is little research to show it's 
effects on 'low risk, normal' pregnancies. There is also little 
research to show whether pregnant women view pregnancy as an 
illness and if they do, how this interacts with the high 
technological approach to pregnancy and it's psychological effects 
on women .
1.4 Do pregnant women view pregnancy as an illness?
As stated above there are very few studies in this a 
early study carried out by Rosengren (1961) women 
categorized into those who viewed pregnancy as = 
condition and those who didn't. Rosengren also noted 
who viewed pregnancy as an illness had a less support 
network of such as family and friends. It was also 
women who viewed pregnancy as an illness had significan 
labour time and had more physical complications, 
not been replicated to date.
A study that looked at women's views to childbirth was carried ouc 
by Summers (1986) who investigated, through a questionnaire, how 
childbirth was understood in relation to other natural and illness 
states. The subjects in this study were 21 crimipareous wcmen and
Ik.
35 mul t ipareoLis women in their third trimester. The women had a 
mean age of 29 years and were selected from G.P's surgeries and 
from the NHS Childbirth Preparation Trust. The constructs for the 
questionnaire were selected on the basis of a qualitative analysis 
of a pilot study of 12 women. Analysis of the results was revealed 
using smallest space analysis - a non metric multidimensional 
scaling procedure. On this it was noted that childbirth was 
grouped together with ageing, tiredness and menstruation ('natural 
region •' ) , whil st inf 1 uenza, broken 1 eg and appendicitis were 
grouped together ('medical region'). From these results, Summers 
concluded that childbirth was viewed not as a health state or 
illness state but as something intermediary, i.e. as a soate of 
illness in health.
1.5 The High Technological Approach to Pregnancy and tn; 
Locus of Control
" Responsibility begins even before birth. I may not destro-
or humble my body by neglect because now it is someone else's bcc\ 
too.." (Abigail Lewis)
It can be hypothesised that the technological approach of today : 
medicine often fosters the patient's sense of powerlessness 
Maintenance of control has been described as a basic need of th: 
indiyidual (Rogers.1963; Sk inner , 1967 ; Woocworzh. 1956: All pore
1937; White,1959; Freud, 1927; Tiffany Shontz & Well, 1969).
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Research has demonstrated that perceived control is of primary 
importance in improved learning (Perl mutter :& Monty,1977); in 
increasing the ability to tolerate higher levels of pain 
(Bowers,1967); and to improve functioning on various tasks 
(Glass,1977; Glass & Singer,1972). Consequently, there has been a 
growing sense of awareness of the importance of enhancing a 
patient's sense of control (Willmuth, Weaver & Borenstein, 1978). 
Together with the growth of the Women's Health Movement 
(Ehrenreich & English,1973) which emphasises the realization that 
self-knowledge and control over one's body is an essential 
component of self-determination, control over the management of 
her own health and pregnancy has been stressed as a woman's right. 
The effects of moving into a medical sphere during pregnancy and a 
woman's perceived or actual loss of control have not been
The concept of control was first introduced into Social Learning 
Theory by Rotter (1966) in his theory of the "Locus of Control'. 
This model sees individuals as either perceiving life events as 
being a consequence of their actions (internal persepective) or ae 
being beyond personal control (external persepective). Simply 
stated, Internality/Externality refers to the degree to which an 
individual perceives what happens to her/him as dependent on 
her/his behaviour or as a result of luck, chance, fate, powerful 
others or powers beyond one's control or understanding.The 
assessment of internal/external expectancies is via a 
questionnaire of which the "Rotter Internaliser/External iser
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Questionnaire''(Rotter, 1966) has been the instrument of choice for 
most ongoing research with adults. Several other multidimensional 
instruments to measure internality/externality have been devised 
(Collins, 1974; Surin, Burin, Lao & Beattie, 1969; Levenson & 
Miller, 1976).
Some scales have been devised to measure the
internality/externality dimension and health (Wallston, Wallston. 
Kaplan & Maides, 1976).The implication t hat 
internality/externality expectancies are related to the
facilitation of health behaviours is derived from Rotter's (1972) 
revised theory which states that behaviour occurs as a function of 
expectancies and reinforcement within a specific situation. If a 
situation is novel and ambiguous, then individuals will depend on 
generalized expectancies that served them in the past. 
Internality/Externality is a generalised expectancy that
individuals have 1 earned when events are contingent or 
noncontingent on their behaviour. Individuals holding internal 
expectations are more likely than externalisers to take
responsibility for their actions (Davis & Davis, 1972: Phares.
Wilson & Ayres, 1971), to be alert and attentive in performance 
tasks (Ducette & Wolk, 1973; Lefcourt & McDonald, 1973) and appear 
to process information more effectively in problem solving (Davis 
& Phares,1967; Ducette & Wolk, 1972). If this is the case then 
internal/external dimensions have a significant contribution to 
health behaviour maintenance since it may be expected thai 
internalisers are more sensitive to health messages, would have 
increased knowledge about health conditions, would attempt lo
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improve physical illness conditions and be less susceptible to 
physical and psychological dysfunction (Strick1 and,197S). Studies 
in smoking (James,1965 ; Platt,1969; Steffy ,1970 ; Williams,1972; 
Ph.ares , 1976) ; birth control ( McDonal d , 1970 ; Lundy, 1972; 
Phares,1979; Halkes,King & Selley,1976), weight loss (Manno & 
Marston,1972; O'Bryan,1972; Jeffrey & Christensen,1972) , dental 
care (Babb & Kirscht,1971) confirm this. In pregnancy it is 
widely known that a mother's health related behaviours during
pregnancy can have profound effects on her child. For example 
substantial evidence now exists on the detrimental effects 
resulting from maternal smoking (Babson, Pernoll, Benda & Smpson, 
1980); drinking (Abel, 1930; Harlap & Shlono, 1980); Drugs 
ingestion (Kalter & Warkany, 1983) and the consumption of a
nutritionally poor diet during the period of prenatal development 
(Winick,1981) .
As stated before, there are no studies on the effeots that tne 
high technological care aoroach to pregnancy has on women's 
perceived or actual loss of self control. However, there is scrcng 
evidence that personal control is linked with health relacsc 
behaviours, such behaviours being important in pregnancy cue no 
it's effect on the developing foetus.A scale to measure wnecner 
pregnant women see the health of her baby as a consequence of her
own actions, due to the care of 'powerful others' such as
physicians and nurses, or in the hands of chance or fate ,-as 
devised by Labs & Wurtele (1986). This scale, termed the Foenal 
Health Locus of Control Scale (FHLC) is said to be reliable ana 
valid and has been correlated to its theoretical counterparts in
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the Health Locus of Control Scale (Wallston et al,1975). Whilst a 
trend was noted for the two chance subscales to correlate with 
each other, the two internal subscales are independent. This is 
seen by Labs & Wurtele (1986) as being due to the independence of 
the two internal scales which reflect different foci - i.e. 
responsibility for your own health in the Wallston Scale vs 
responsibility for own health because of it's effects on another 
person's health in the FHLC.
The special importance of the concept of control during 
childbirth has recently been recognized by practitioners and 
researchers in the field of obstetrics. The expectation of control 
during labour has been said to be common to every pregnant woman 
(Rich,1973). In an exploratory study of 50 postpartum women, in 
which the subjects were asked open ended questions concerning what 
contributed to a positive birth experience, 39 subjects indicateo 
that aspects of personal control were important to them during 
labour (Butani & Hodnett, 1980). In another study, the underlying 
factor whion contributed to a positive childbirth experience was 
the woman's desire to actively participate* in her labour 
(Davenport-Slack 0 Boylan,1974) . In a study of the influence of 
prenatal expectations upon childbirth satisfaction, the results 
indicated support for a model of childbirth in which mastery or 
control was described as the key to childbirth satisfaction 
(Humnick & Bugen,1981). If therefore, the high technological
approach affects in some way a woman's perceived or actual control
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during pregnancy, this is turn may affect a woman's actual or 
perceived control during childbirth.
Research on the internal ity/externa;ity dimension suggests that 
beliefs about the locus of control of reinforcement are influenced 
in relation to health. However, some major difficulties a.r-a
associated with this area of research. One major difficulty is co 
do with the relative magnitude of the internality/externalicy 
health relationships that are reported. The 
internality/externality variable is only one of a number of 
complex factors that may converge to predict health attitudes and 
behaviours. The amount of variance that internality and
externality accounts for is probably quite small in many
situations. Another pervasive problem is to do with the differing 
definitions of the externality/internal ity construct and that the 
expectancies are often explained outside the theoretical context 
in which the concept was first described. A number of 
methodological weaknesses also apply to the health 
internal ity/external ity research, paticularly those using clinical 
populations with no control populations. A number of asssessment 
instruments are also used in such research and these may not all 
measure the same expectancy. There are also difficulties regarding 
the responses given by subjects. There is, for example, a
correlation between various internal ity/external ity measures and 
social desirability; respose bias may occur as a function of 
socio-cul tural background (Norwicki & Strick1 and,1973) and race 
(Gunn,1971). However, in spite of such difficulties; the bulk of 
the research is consistent in implying that when faced with health
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problems, internalisers do engage in more adaptive responses 
whilst externalisers display poorer coping behaviours. These range 
from engagement in prevention, through to appropriate remedial 
strategies when disease or disorder occurs. This finding suggests 
that the development of an internal, orientation should lead to 
improved health care behaviours. Complying with a 'patlent'role 
may mean developing an external orientation instead. However, 
caution should be applied in assuming that internal beliefs are 
always facilitative. The continuing alertness of internalisers in 
their attempts at mastery behaviour is appropriate when events are 
actually controllable. When individuals are faced with efforts 
that bring no relief, there may be an exacerbation of helplessness 
leading to psychological trauma such as depression and anxiety.
1.6 I he Locus of Control and Anxiety/uepression
As stated above, Rotter's Locus of Control Scale (1966) is said to 
measure perceived control. Externalisers, who see themselves as 
less in control of their lives are thought to be more likelv to 
display poorer coping behaviours than internalisers. Seligman 
(1975) has also emphasised the importance of perceived control and 
it's contribution to anxiety and depression in his theory of 
'Learned Helplessness'. This theory states that individuals become 
helpless if they fail to control outcomes that are objectively 
responsible for their actions (Hiroto and Seligman,1975).If tne 
high technological approach to pregnancy leads to a woman feeling
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like a patient, according to Seligman's theory, the pregnant women 
may feel helpless about caring for the developing foetus since it 
appears that the hospital has 'taken charge' and care for both her 
and the foetus in the 'proper' manner. The woman may feel she is 
less in control over her pregnancy-, since once she initially 
registers at the hospital, she is on a 'conveyor belt' of further 
routine tests, screening and monitoring procedures. In a first 
pregnancy, since the woman is unsure of what to expect and how to 
adapt, this taking away of responsibility from herself may be seen 
as anxiety reducing. On the other hand, internalisers, who find 
self control important, may find this exacerbates anxiety.
Helplessness and depression also appear to correlate (Petersen & 
Seligman, 1984). This relationship has been studied in a few areas 
of physical illness (Seligman,1975; Engel,1971; Cannon,1942; 
Bunel1,1963; Skiar & Anisman,1979 ; Visintainer, Volpicelli & 
Seligman, 1982 ; Laudenslager, Ryan, Druger, Hyson & Maier,1983).
For example, in a study by Langer & Rodin (1976) two groups of 
matched elderly residents in a helpless situation and in a 
non-helpless situation (i.e. given the power to control their 
lives) were compared. The group that had control scored
significantly higher results on happiness, activity and lowered
anxiety and had better physical health. In a follow-up study of 
the same group, it was also noted that those who had control also 
1ived 1onger.
There have been few studies on the effects of learned helplessness 
on pregnancy. A few studies have compared the locus of control
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during pregnancy and postnatal results. In a study by Little, 
Hayworth, Bonham-Carter, Dewhurst, Ratopoulos, Sandler & Priest 
(1981) postnatal depression was significantly associated with high 
antenatal scores on externality on the locus of control ratings.In 
a study by Hayworth et al (1980) women who perceived themselves as 
less in control of their lives (externalisers) were likely to rate 
high on depression postnatal 1 y and some indicated signs of 
depression even before birth.
Although links have been proposed between helplessness and the 
perception of' control, it is not possible to confidencly 
interprets high externality on the Locus of Control dimension as 
necessarily equated with helplessness in the Seligman model . It is 
safer to assume that women may feel more helpless in certain 
situations, rather than having a generalised sense of 
helpiessness.
1.7 Anxiety & Depression in Pregnancy
Researchers have attempted to investigate four important cuestions 
concerning psychiatric disorder during pregnancy - the actual 
prevalence of problems: whether there are any particular
pre-pregnancy circumstances which might predispose a woman to have 
psychiatric problems during pregnancy; whether such problems mav 
be associated with possible physiological changes occuring during 
pregnancy; and the relationship between psychiatric problems 
during pregnancy and those of the postpartum perioa with the
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hypothesis that there is a direct relationship between the two. 
Neurotic disorders during pregnancy have generally been ignored. 
For example, there is a lack of agreement in the literature about 
the prevalence of such disorders in pregnancy and pegnancy has 
been described as a time of development during which there is a 
personal crisis (Caplan,I960) , a maturational crisis with 
accompanying psychological disturbances (Bibring,1959) as well as 
a time of calm and serenity (Benedick,1956). As a result of such 
conflicting ideas, the prevalence of anxiety and depression in 
pregnancy has been unconfirmed. A few studies have attempted to 
show the varying patterns of depression and anxiety over the 
duration of pregnancy. Several researchers (Erikson, 1967 ; 
Shareshfsky & Yarrow, 1973) have suggested that a particular 
course of symptoms can be noted across the period of pregnancy. 
However, there is disagreement on this course. For example, some 
studies have found depressive symptoms to be more frequent across 
the first and last trimester (eg. Lubin et al 1976 - anxiety only; 
Kumar & Robson,1982); whilst others note an increase across all 
three trimesters (Ancill et al,1986). Other studies have found no 
difference in symptom patterns across time (Meares et al,1972; 
Little et al,1982; Elliot et ai,1983) and Watson et al (1984/ 
found the greatest prevalence of neurotic disorder in the last 
trimester only.Kumar & Robson (1984) found the highest prevalence 
in the first trimester.The discrepancy of such results has been 
explained by some theorises as an artefact of a higher number of 
physical complaints being recorded, thus biasing the results. For 
example, Kumar (1982) stapes that there is a high incidence of
2h.
tiredness in the early months coupled with lethargy, sometimes to 
a point of exhaustion. Changes in appetite and food preferences 
are also very common (Trethowan & Dickens,1972). Nausea and 
vomiting is common (Fairweather,196S) although the physiological 
basis for nausea in pregnancy is not well understood. Libido is 
also sharply reduced in the first trimester of pregnancy with a 
further reduction in the third trimester. (Kumar et al,1981; 
Robson et al,1981). However, such physical symptoms have not been 
controlled for in any studies of anxiety during pregnancy.
According to Yarkin (1945), Bloss (1950), & Knogger & Freed
(1955), pregnant women do not have generalised anxiety- or 
depression but have specific fears such as losing their 
figures/sexual attract ion, 1 osing their partner, losing the child, 
that 'bad heridity' would show and of being unable to cope with 
parenthod. According to Shereshfsky (1974) women have specific 
fears regarding infant care, lack confidence in visualizing
adaptation. However,such research has not been comprehensive ano 
has only been included as a general question at the end of aropher 
more specific study. However, it appears that there are four 
specific variables that cause anxiety during pregnancy, these 
being life history, current personality of the mother, the currenp 
life situation, especially the perceived support of the partner, 
and the pregnancy experience itself (Kumar, 1973).
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A few studies have also looked at risk factors in the development 
of neurotic, disorcers in pregnancy. Several studies have suggeeteo 
a previous history of psychiatric disorder (Elliot,1984; Kumar & 
Robson,1978; McNeil et al,1934; Bueshing et al,1986) but this has 
not been validated (O'Hara,1986). Marital discord has also been 
pointed out as an important factor (Kumar & Robson,1978; Bagedanl 
Strindland,1936 ; Elliot,19S4) and of this, lack of perceived 
support from the spouse as the most important factor (O'Hara,1936; 
Zajicek & Wolkind,1978; Kaij et al,1967). Kumar & Robson (1973) 
also state that there is a siginificant association between having 
a previous abortion or miscarriage and psychiatric disorder in 
earl y pregnancy .
The effects of prenatal anxiety and depression on the well-being 
of the foetus have been studied fairly extensively but with 
conflicting results. Whi1st some researchers (Ferreira,1969 ;
Sontag , 1941 ; Turner,1956; Huttunen & Hiskanen,1973 ; Stein et al, 
1987) have shown a causal relationship between maternal 
psychiatric state and reduced birth weight,complicated labour and 
lowered IQ of the newborn, other researchers (McNeil & Kaij,1973; 
Cohler et al, 1975; Zax et al, 1977; Burnstein et al,1974) have 
shown that maternal anxiety and depression do not affect the 
foetus significantly. As Campbell (1988) points out, although a 
large number of studies have made some assessment of psychiatric 
symptoms during pregnancy, this has often not been the focus of 
the study and the psychiatric findings are not reported in detail . 
Different research techniques have also produced different
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findings which make comparison difficult. Many studies sno^ 
methodological faults such as nom using contre; grouos. 
statistical validation, etc. However, based on the existing 
literature it appears that the prevalence of neurotic disorder in 
pregnant women is not significantly higher or lower than the 
prevalence of such disorder in control groups suggesting that 
there is no increased risk of psychiatric disorder during 
pregnancy.
1.H bummary
Pregnancy is a biological process that takes place within a 
certain social and cultural setting.Historical 1 y it is noted that 
pregnancy has moved from being viewed as a natural 1 ife event in a 
women's life comparable with other life events such as menopause 
and menstruation to being 'medicalised' especially with the advent 
of the high technological approach to prenatal and antenatal care 
where pregnancy is treated like an 'illness' and the pregnant 
woman as a patient. However, there are no studies to note whether 
these changes have affected the views of pregnant women. There is 
also very little known on whether pregnant women view pregnancy 
as an illness or a natural life event. A study by Summers (1986) 
shows that childbirth is viewed by pregnant women as a condition 
of 'ill ness in health'.
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It is said that the high technological approach has evolved to 
ensure the 'physical safety' of both mother and baby, but it is 
not known whether this approach also constitutes 'psychological 
safety' in terms of anxiety reduction, for example.
Women's réponses to specific procedures in the high technological 
approach of care are only now being reported, with particular 
reference to routine ultrsound screening. These studies have, 
however, used 'high risk' categories of pregnant women, i.e. those 
who have an increased chance of giving birth to a child with 
foetal abnormalities and the results show that such women (who are 
not representative of the overall population of pregnant women) 
benefit in terms of anxiety reduction from ultrasound screening. 
Very little is known on the psychological effects of ultrasound 
screening on 'low risk' groups of women.
Personal control is said to be a basic need of an individual and 
is seen as being important by pregnant women in childbirtn. 
Rotter's (1966) concept of the internality/externality dimension 
measures personal control. This internality/externality dimension 
is also related to health-related behaviours - an important 
factor in ensuring the foetus' health as well as the mothers.A 
scale to measure whether women see their baby's health as being 
controlled by themselves (internal), chance(external) or powerful 
others (externa)) is the Foetal Health Locus of Control Scale 
(FHLC) by Labs & Wurtele (1986).
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There has been a considerable amount of research on anxiety and 
depression in pregnancy although this has generally been of poor 
quality and has been mainly concerned with anxiety and depression 
postnatally. Such studies appear to show that pregnant women do 
not differ siginificantly from control groups in ratings of 
anxiety and depression.
:hap ter TWO
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THE AIMS AND HYPOTHESES OF THIS STUDY
The previous chapter explored areas concerned with the 
■■'medical iz at ion of pregnancy and the advent of the .high 
technological approach to prenatal and postnatal care. Increasing 
care offered to pregnant women within a hospital setting was 
discussed with particular reference to the use of routine 
ultrasound screening procedures. The lack of evidence on the 
psychological effects of such procedures on 'normal, low risk' 
pregnancies was also discussed. The effect of such médicalisation 
was looked at in relation to women's perceived control over their 
pregnancy and the effects of any changes this may cause was 
considered in relation to anxiety and depression in pregnancy.
Based on this, the aims and hypotheses of this study are as
HI ms
The aim of this study is to investigate psychological changes in 
primipareous women between the period of 11 weeks and 20 weeks 
pregnancy, in terms of women's views of pregnancy; attitudes to 
ultrasound screening; foetal locus of control; and anxiecy ana 
depression.
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Women's views of pregnancy are measured by noting whether it i= 
seen as a 'normal' developmental process in their lives or as an 
'illness condition'. Any changes in this view over the period
studied is considered in relation to increasing hospital contacn
and for this reason only primipareous women are selected as 
subjects for this study. Women's perceptions of uiorasounG
screening procedures are also studied in detail, with the aims to
find out if ultrasound screening is associated with 'psychological 
safety' in terms of reduced anxiety and also to confirm the 
findings of previous literature.
In addition, the changes in women's perception of conorol is 
measured by the Foetal Health Locus of Control (FHLC) Scale over 
this period of contact with the hospital to note if women see 
themselves as being in control over their baby's health or whether 
they see control being exerted by fate or 'powerful others' such 
as doctors and nurses.
The pattern of anxiety and depression across the 12-20 weeks is 
also studied together with specific anxieties over this period. 
Since each of the"above areas are distinct and yet may be related, 
their interactions are also looked at especially the relationship 
between a medical view of pregnancy and the locus of control, the 
interaction between the locus of control and the effects of 
screening and the interactions between the locus of control and 
anxiety and depression with increasing time.
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Women who have a history ot abortion(s) and/or miscarriage(s) are 
also compared with women with no such history on some measures. 
This is because women with a history of abort ion/miscarriage may 
be seen as being of a 'higher' risk category than women with no 
such history. However, the definition of 'high risk' in this 
context is different to the context discussed in the previous 
chapter.
2.2. The Hypotheses
There are several hypotheses due to the multiple aims of th 
study. These are as follows:-
ui
With increasing contact with the hospital and the med: 
profession, primiparous women's views of pregnancy will change
Women's views of pregnancy will be more like their views c 
'normal' conditions (eg.menstruation,ageing) and will mov 
associated with medical conditions requiring medical expert 
treatment.(eg.cancer,asthma.broken leg).
H2:
Women who have a hi; 
have more of a med:
iry of abortion(s) or/and miscarriage(s) wil 
pregnancy than women who have nview
abortion(s) or miscarriage(s).
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H3:
There will be no single type of response to ultrasound screening 
but those who will prefer this type of routine screening procedure 
will be women with a previous history of abortion(s) and/or 
miscarriage(s).
H4 :
With increasing contact with the hospital, there will be an 
overall shift in belief in internal control over pregnancy to a 
belief in external control. More specifically,
Ho:
With increasing contact with the hospital the scores 
internal subscale of the FHLC will decrease.
rid ;
With increasing contact with the hospital the scores
powerful others subscale of the FHLC
Women with a history of abortion(s) and/or miscarriage 
have a higher score on the powerful others subscale of the 
compared with women with no such nistory at first contact.
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H8:
Women with a history ot abortion(s) and/or miscarriage(s) will 
have a higher score on the chance subscale as compared with women 
with no such history at first contacts
H9 :
There will be a change in psychological state (anxiety/depression) 
as measured by the Leeds Questionnaire, over the 3 month period 
the women are studied. More specifically,
HIO:
InternalIzers and externalizers will start off with similar levels 
of anxiety and depression, but with increasing contact with the
Externalizers will show a reduction in anxiety/depression levels 
on the Leeds Questionnaire.
Internalizers will show an increase in anxiety/depression levels 
on the Leeds Questionaire.
Hll ;
Women with a history of abortion(s) and/or miscarriage (s) wivl 
have higher levels of anxiety/depression than women who have not 
got suoh a history.
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HI 7
Women with a history of abortion(s) and/or miscarriage(s 
show greater reduction in anxiety levels with increasing c 
with the hospital .
Wl i
CHAPTER THREE
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METHODOLOGY
3.1 Sample
Women were recruited from the outpatient antenatal 
Mary's Hospita1 in Roehampton . All primipareous women meeting tne 
inclusion criteria, attending the clinic within the period of 
March to July 1988, were asked to participate in this study.
The following criteria were used for selecting the sample;
ney WE iiparous women
if the study was brief
e nurse or sister conducting their first interview 
the hospital. It was also explained in the introduction of ■ 
Questionnaire (Appendix 1). It was not possible for 
experimenter to do this personally due to the way in which th« 
clinics were conducted, since the clinics were open clinics 
both primipareous and multipareous women whose pregnancy sta- 
was unknown at the first visit.
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buitabie women were handed out the first set of questionnaires b’ 
the following (Appendix 1)
a. Introduction to the aims of the study end the committment 
answer the second questionnaire.
e. The views of pri
f. A stamped, addn
inancy questionnaire 
Esed envelope
The subjeots took the questionnaire home to complete and 
posted it to the experimenter in the stamped and addres-i 
envelope provided.
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The second set of questionnaires was then posted direct to the 
subject's home address, six weeks after the first set was 
received. The second set of questionnaires consisted of the 
following (Appendix 1)
a. Introduction to the second set of questionnaires with a 
footnote apologising should the pregnancy have terminated in 
any way.
b . A very brief data sheet.
c. Views to ultrasound screening questions
d . The Leeds Seale
e . The FHLC Scale
g . The views of pregnancy questionnaire
h . A stamped, addressed envelope.
All missing data was noted. The data of any subject who did nci 
complete any one questionnaire was discarded.
One hundred and fifty two questionnaires were given out to women 
who met the inclusion criteria. Of these sixty two (41% response 
rate) were received. Of these sixty two, eight (12%) could non :e 
included in the study due to two of the women not including tneir 
name or address in the questionnaire (and therefore could not be 
sent the second questionnaire) whilsc the other six did “ot 
complete the second questionnaire.
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:wo) who completed
i. Demographic information (age,marital status,job det
any relevant family details)
ii.Obstetric and gynaecological information.
iii.Present and past anxiety and depression state on
point scale with reasons.
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J.4.C Women's views of Pregnancy (Appendix l.ii)
The questionnaire used to measure this was a modified version o-
the questionnaire used by Summers (1986) (Appendix 2.i ), whicn
investigated how childbirth is understood in relation to ocnsr- 
naturai and illness states.
For the present study, some of the constructs of the original 
questionnaire were collapsed, and the dimension of pregnancy was 
added. Answers were on a 'yes/no' basis as opposed to the seven 
point scale used in the original questionnaire.
If subjects gave any other answer such as 'maybe' or 'neither',
this answer was entered as a missing value.
This scale was completed by women in the study at approximately 11 
weeks and again at approximately 20 weeks pregnancy (i.e. it was 
included in the first and second set of questionnaires)
3.4.C. The Foetal Health Locus of Control (FHLC) Scale (Appendix 
1,1x1
This scale was devised by Labs and Wurtele (1986). The items of 
the scale reflect three Locus of Control dimensions specific to 
foetal health: Internality (FHLC-I); Chance (FHLC-C) and Powerful 
Others (FHLC-P). All items use a nine-point rating scale witn 
responses ranging from Strongly Disagree (0) to Strongly Agree 
(9) .
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There are six items for each sub-scale which have been chosen on : 
(a) significant item-to-scal e correlation; (b) Item mean close to 
4,5, the mid-point; (c) wide distribution of resoonse 
alternatives; and (d) low correlation with the Marlowe-Crowns 
Social Desirability Scale. The readability of the scale is at tne 
9th-10th grade level (Dale & Shall,1948). The items chosen fo" 
each of the three seal es are :
FHLC-I -Items 1,6,8,12,15,17 
FHLL’-L —It ems 6,4 , v , 11 ,14 ,16 
FHLC-P -Items 6,5,7,10,16,18
Each six-item subscale has a potential range of scores from 0 to 
54. For the original sample, which consisted of 63 pregnant women 
attending an obstetric clinic in the U.S.A. (mean age 26.5 yrs, 
predominatly middle class, 38% primipareous the rest multipareous, 
with an even distribution of subjects in all three trimesters) the 
mean responses (standard deviations) were FHLC-I :47.01 (7.64);
FHLC-C : 27.08 (11.10); and FHLC-P : 27.12 (9.32). Cronbach's
(1951) alpha coefficients for each sub-scale were 0.88, 0.83 and
0.76 for FHLC-I, FHLC-C and FHLC-P, repectively. Test-retest 
reliabilities for the FHLC-I,FHLC-C and FHLC-P subscales over a 
2-week interval were 0.60, 0.86 and 0.67 (Labs & Wurtele, 1986).
This scale was completed by the women in the study at 
approximately 11 weeks and at approximately 20 weeks.
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3 . 4 . u . The Leeds Questional re (Snaith,Bridge & 
Hamilton,1978) Appendix l.iv
This is a self-rating scale that measures anxiety symptoms and 
depressive symptoms. It is a scale based upon the Wakefield 
Self-Assessment of Depression Inventory (SAD) with a further ten 
items added to the original twelve of the SAD Inventory. Items 21 
and 22 on the scale are taken directly from the Anxiety Scale of 
the Symptom Rating Test (Kellner & Sheffield,1973) and the twenty 
two items on the scale cover the range of common symptoms of 
depressive illness and anxiety states. Three scores can be 
obtained. The total score on the 22 items which measures the 
psychological state on those who have not received a formal 
diagnosis, and two specific scales which measure the presence of 
primary depressive symptoms and anxiety symptoms. These specific 
scales include the following iterns:-
Depression Specific Scale
1. Sadness of mood
2. Lack of energy
5. Loss of enjoyment 
9. Apathy
12. De1 ayed insomnia
16. Suicidal thoughts
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Anxiety Specific Scale
3. Pan i c 
8. Agoraphobia
17. Palpitations
20. Dizziness
21. Fearful mood
22. Psychic tension
A cross validation study using three testers was devised to
confirm the validity of these scales (Snaith et al,1976) from 
which the derivation of a diagnostic score was confirmed. From 
this validation study it was also noted that inter— rater
correlation on the items of the two sub-scales, depression ana
anxiety, were 4- 0.94 and +0.90 respectively, and each item of the 
scale had a correlation of +0.58 and over.
Response to each item on the scale, is on a four-point scale, i.e. 
definitely (3), sometimes (2), not much (1), and not at all (0) 
and the instrument is therefore short, easy to administer and
quick to score. In order to lessen response set , items, 2,5,7, 
and 13 are reversed so that definitely scored 0 and so on.Subjects 
are requested to complete the scale fairly quickly and on their 
own, always being instructed to answer the items to indicate how 
they are at the time.
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The Leeds scale was completed by women in the study , as with the 
FHLC and the Medicalization of Pregnancy scale,at approximately 11 
weeks and later at approximately 20 weeks pregnancy.
3.4. e . The measurement of women's views to ultrasound 
screening (Appendix l.iii)
A series of questions asking the women's views to ultrasound 
screening , for example, whether they requested it, whether they 
felt it was useful and how, whether they'd recommend it, etc, was 
given to women to complete in the second batch of questionnaires. 
It was noted whether the responses given confirmed Starkman's 
(1977) categories of responses to ultrasound screening. Whether 
women with previous histories of abortions or miscarriages found 
this more of a benefit in terms of anxiety reduction was also 
noted.
CHAPTER 4
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4.1 Characteristics of Subjects.
4.2 Women's views of pregnancy at first and second contact.
4.3 Women's views of ultrasound screening.
4.4 Scores on the Foetal Health Locus of Control Scale at firsc 
and second contact.
4.5 Psychological symptoms as measured by the Visual Analogue 
Scales and the Leeds Questionnaire at first and second 
contact.
4.1 CHARACTERISTICS OF THE SUBJECTS
Subject characteristics are listed under the fol 1 owing headings
a. Social & demographic details
b. Obstetric & gynaecological details
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t h e  womer
63% the women were married, 28% were not married but cohab 
with a partner and 7% were single.
In answer to the question 'Do you have a supportive partner or 
family' a 98% response was obtained to having support and a 2% 
response to not having any support.
This was assessed using the Office of Population Censuses 
Surveys Classification of Occupations (1980) Index from which,
6% were classed as Social Class 1
41% were classed as Social Class 2
35% were classed as Social Class 3
7% were classed as Social Class 4
2% were classed as Social Class 5
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iv. contact with the Hesith ^^ofeEsion
Women were ask ed about their contact with the health profession, 
because it was thought that women with more contact may be mere 
biased towards the 'medical' model of pregnancy.
15% of the women were either in a health care profesion or closer 
associated with it (eg. partner or family), whilst 83% had no 
close contact with the health care profession.
Therefore those who may be biased because of their contact are 
very 4=^.
V .  Contact with the Hospital
This was determined because it was thought that the more contact 
women had with the hospital, the more their views would be biased 
towards the 'medical' model of pregnancy.
96% of the women had not had any contact with the hospital before, 
4% had visited the hospital at least once before.
Therefore only very few women had previous contact.
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4.1.b. OBSTETRIC & GYNAECOLOGICAL DETAILS
i. Number of weeks pregnant at first contact
The mean number of weeks gestation at the first contact were 13
weeks (sd 2.04) with a range from 11-20 weeks. More specifically, 
78% of the sample were between 11-13 weeks, 11% were 14-16 weeks 
and 9% 17-20 weeks pregnant. Whether the 9% who were 17-20 weeks 
pregnant had been screened at this point was unknown, but since
only 4% of the sample had visited the hospital before it may be 
concluded that most of these 9% of women had not been screened.
Therefore, although at the start of the study it was proposed that 
women at 11 weeks gestation would be followed through, the 
majority of women have been followed through from 13 weexs
gestation.
weeks (sd 2.40) with a range from 18-28 weeks. More specifically, 
22% were between 18-20 weeks, 44% were between 21-23 weeks, 33% 
were 24-28 weeks pregnant.
Therefore although at the start of the study it was proposed that 
women of approximately 20 weeks gestation should be studied, the 
ma.ioritv of women at second contadt were at 23 weeks gestation.
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Ut the total sample, 15% had at least one previous termination ar 
7% had previously miscarried at least one pregnancy.
None of the women had sought professional help with regarc 
fertility treatment.
Correspondance anal ysi s (Benzecri,1973 ; Hammond,19S7) was used to 
correlate each item on the women's views of pregnancy 
questionnaire with every other. This analysis projects column and 
row variables from a two-way contingency table into joint space, 
arranged so that the distances between points have maximum 
relationships. The smaller the distance between two points the­
el oser they correspond to each other.
The views of pregnancy statements were seen as the columns and the 
illness and natural conditions were included as rows. The coding 
for each column and row is listed in Table 4.i.
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Table 4.i - Labels fer plotting the column and row variables from 
the women's views of pregnancy questionnaire, (note: the same
coding was used for column and row variables for the data from the 
first and second contact questionnaires)
Labels for plotting the columns are:
Cl Requires hospital care
C2 Requires medical treatment
C3 Should be supervised by medical expert 
C4 Is under your own control .
C5 Requires drugs/medication
Labels for plotting the rows are:
R1 Asthma
R2 Influenza
R3 Menstrual Periods
R4 Cancer
R5 Ageing
R6 Depression
R7 Pregnancy
R8 Broken Leg
R9 Childbirth
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rigur-s 4.a presents the two dimensional plot from thi 
the first questionnaire.
'ig 4.a. Women's views of pregnancy at firsi
R7
Pregnancy
C3 Should be supervised by medical experts 
R9 Childbirth
Cl Requires hospital care
R8
broken leg
requires Q2 Ri
medical treat- “ ' ..__
asthma
menu
R4
cancer
requires drugs/
medication
ho
Depression
'flu
hi
Ageing
is under your C4 
own control
Periods
5]
It can be nated from these results that, pregnancy, childbirth, an: 
a broken leg correspond with conditions that require hospital cars 
and medical supervision - i.e. requiring some form of medical 
containment. These are visually distinct from asthma, cancer anc 
depression which correspond closely to the view 'requires medical 
treatment' and 'needs drugs/medication', i.e. these are more 
specialised illness conditions requiring specific medical 
treatment. Menstruation and ageing occupy the same space as the 
view ' is under your own control' i.e. a non-medical view.
The same analysis was carried out on the data received from the 
second 'views of pregnancy questionnaires' and the results of this 
are shown in figure 4.b.
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nig 4.b. Women's views of pregnancy at second contact
PLOT OF THE ROW AND COLUMN VARIATES.
Pregnancy
R7
Cl R9 childbirth 
hospital 
care
C3 supervised by medical 
experts
R8 broken leg
cancer R4 
requires C2 
medical treatment
asthma
ageing R5 :
C4
is under your own 
control
R3 periods
R6
depression
Rl
requires C5 
drugs/medication
,
flu
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Change is noted by visual representation where pregnancy and 
childbirth move to correspond more closely to be associated with 
illness conditions such as asthma, cancer, etc, and a greater 
distance is noted between these -conditions and ageing and 
menstruation.
The results are therefore contrary to the hypothesis that women 
would initially view pregnancy as a 'natural' condition and then 
move with increasing contact with the hospital to see it as an 
illness condition. This particular sample of women view pregnancy 
as requiring medical containment (i.e. hospital care and medical 
supervision), from the start.However, as predicted, there is a 
move with increasing contact with the hospital to view- pregnancy 
and childbirth as even more comparable to illness conditions.
From the correspondance analysis it can be noted that pregnancy 
is grouped together with the view 'requires hospital cars'(Cl) anc 
'requires medical supervision' (03).
It was decided to compute these two variables by summing them. 
This score was taken as an index of the presence of a 'medical 
view of pregnancy'. Whether this score was higher in women who had 
a history of abortion(s) and/or miscarriage(s) as compared with 
women with no such history was investigated using a two-tailed, 
paired t-test. The results of this are listed in Table 4.ii.
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Table 4.ii.
Do women with a previous history of abortion/miscarriage have a 
higher medical view of pregnancy score than women with no such 
history - the results of a two-tailed paired t-test.
Mean(x) 
Abortion/ 
miscarr.
Mean(x) 
'normal 
group
2-tailed 
prob.
-irst contact 
Second contact
1.6923 
2.0000
1.666? 
1.7500
0.872 n.s. 
0.001 %sig
The hypothesis that women with a previous his
abort ion/miscarriage will start off by having a more 'medicai 
view' of pregnancy than women with no such history is not 
However, they appearcentirmeo. 
pregnancy at second contact. This r 
or due to womeiüitr'ar UT = Ml = H L ,
abort ion/miscarriage 
the medical professi 
with no such history
actually oeing 
:n since they ar
:ed' with mor 
higher risk ;
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4.3 WOMEN'S VIEWS OF ULTRASOUND SCREENING
All the women had been screened by ultrasound. Although this was a 
routine procedure carried out by the hospital, the women were 
asked whether they had requested ultrasound soreening in addition 
to the hospital offering it. 30% of the women said that they had 
requested it although they did not give a reason why, and 70% said 
that they had not requested it. The women were also asked whether 
they would have wanted the ultrasound soreening procedure, even if 
they hadn't requested it. To this all the women replied that they 
wanted to be screened by ultrasound and were pleased that it had 
been offered as routine procedure.
Women were asked whether thev knew whv thev were screened bv
ultrasound. 94% said that they did know why they were screene- 
whil st 6% said that they didn't. It is not known why most womei 
knew why they were being screened, whilst some didn't.
good thing" and why they thought so. ihere was a
that screening by ultrasound was a "good thing" and their answers, 
which were freely generated as to why it was a good thing are 
listed in Table 4. i i i . If a person nominated several reasons, on^ v' 
the first was considered.
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Table 4.iii. Reasons freely generated by women as to why screeni 
by ultrasound is a "good thing".
Response given
It oonfirmed that the baby was 
normal.
It confirmed that the baby was
Didn't really realise I was pregnant
until I saw the baby
iRealised parental responsibility
Reduced anxie'
nedical histor^
Percentage
15%
Doctors satisfied with the pregnancy 11%
11'
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The highest number of responses to why screening is a good thing 
is given to the statement 'it confirmed the baby was normal'. 
This, of course, is the reason for ultrasound soreening. However, 
other answers such as that it confirms the baby is alive, oonfirms 
pregnancy, ensures parental responsibility, etc, indicate that the 
screening procedure also serves other functions.
Since all the women in this study stated that screening was 
favoured, it was not possible to test the hypothesis that women 
with a previous history of abortion or miscarriage would favour it 
more.
The women were also asked if they were anxious during 
ultrasound screening process, to which 61% said that they were 
anxious, and 35% said that they were. The reasons given for tr 
anxiety (which were freely given) were as follows:-
explained (9%); Does not harm baby (13%).
Anxious because - Scared of abnormality (19%); Unsure what
expeot (7%); Scared baby would not be
previous miscarriage
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Therefore most of the women found the procedure interesting and 
were not anxious when they knew it did not harm the baby. The 
greatest amount of anxiety was caused by women fearing that the
baby would be abnormal .
The women were also asked whether they would recommend screening 
as a routine procedure to all pregnant women. 98% said that they 
would whilst 2% said that they wouldn't.
98% of the women stated that they had found the ultrasound
screening procedure beneficial whilst 2% said that they hadn't.
The freely given reasons are listed in table 4.iv. If a woman
nominated several reasons only the first was considered.
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Table 4.ÎV. Reasons given by women as to why they found ultrasound 
screening beneficial.
Percentage
ponse
Didn't regnant u
aw the bab
the bcontirm norm
f h
babcc
■nz
or 1 n
oth withont
'he highest response is therefore because ultrasound
screening helped confirm their pregnancy by seeing the bai
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4.4 THE FHLC SCALE
Overall results of the FHLC scale are listed in Table 4
Table 4.v Results of the FHLC Scale
Results at First Contact Results at Secorid Contact
: = 91.5926 
sd= 9.253
).86C n.s
1 ^  Li cl 1 I — : :-=U i  C*.i 1— . 1 V
means shows that
hospital, there 
the original hyp
ing under the median value) and externalisers 
median value). A paired t-test to compare the 
with increasing time and contact with the 
lo overal1 change in foeta" 
hesis that women will start with interna 
pregnancy and move to external control is ne
control. Therefore
note;
6]
of the FHLC, togetherChanges in the results of the sub-scales
with the statistical analyses using two tailed paired t-tests ar- 
shown in table 4.vi.
Table 4.vi Results of paired t-test analyses of the subscales oi 
the FHLC.
Subscale Mean score 2 tail 
prob .
Internal 38.37 40.69 0 .116 n . s
Chance 36.33 24.96 0.001
-'owerf ul 
Zithers 16.89 24 .65 0.001
Therefore, no change in the internality subsc 
and second contact 
the scores of the chance subscal e 
a significant increase in the iowertui
subscale at second contact.
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These results indicate that although in table 4.v. no significant 
change from internal to external control is noted, within the 
externality dimension , there is a change from belief in control 
by chance to control by powerful others.
Contrary to the hypothesis, no change in internal control over 
first and second contact is noted. However, the low scores on the 
internal subscale may be a reflection of the poor construction cH 
this particular subscale of the FHLC.
(See Appendix 3.i. for reliability analyses of the subscales of 
the FHLC)
However, as predicted, with increasing contact with the hospioal 
an increase in the belief of control by powerful others in noted.
Two
scoring patterns 
abortion/miscarriage on 
these are shown in tabh
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Table 4.VÜ. T-test analyses on the scares ot the subscales of the 
FHLC (1st and 2nd contact ) for women with and without a history 
of abortion/miscarriage.
Subscaie Mean scores Mean scores 2-tail prob.
~HLC abortion/ •normal'
miscarr.
Powerf u1 1st contact 17.92 16.15 0.562 n.s.
others 2nd contact 25.46 2-. 50 0.781 n . s
Internal 1st contact 41 .62 37.65 0.109 n . s
2nd contact 44.62 39.45 0.007 •fsig
Chance 1st contact J6 . L'S 3c.60 0.960 n . s
2nd contact 21 .38 ms ^ 9=; 0.058 h : S .
Although it was hypothesised that women with a previous history of 
abort ion/miscarriage would score nigher than women with no such 
history on the powerful others ano chance subscaies of the FHLC , 
this is not noted from the above analyses. An increase in the 
internal subscale for women with a orevious history cH abortion or 
miscarriage is noted at second contact. This may be due to an 
error of measurement, chance or cue to the women feeling in .some 
way more responsible due to their orevious history.
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"he results in this section will be described under the to'
m e  result
.eeds Questionnaire at first
,5.a. Psychological State as measured by the Visual Analogue
On the visual analogue scale the women had to state whether the';
were :
Description
Not at all anxious 
Slightly anxious 
Moderately anx ious 
Very anxious 
Extremely anxious
Code
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! he women were ask ed to rate how anxious they wer 
moment, and were then asked why they were anxious
’abl e
-st contact
irst Contact
1 S '
From this it can be noted that at first contact most of the women 
were either slightly or moderately anxious.
The reasons for the anxiety were freely given by women. If more 
that one answer was given, only the first answer was considered. 
The reasons for anxiety at first contact are listed in Table 4.ix.
Table 4.ix. Reasons freely given for anxiety at first contact
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t r i
67.
From these replies it can be noted that at first contact, women 
were anxious about a variety of reasons, some concerned about the 
health of the baby, others about being able to cope with 
parenthood.
Of the 22% of the sample who had had an abort lon/miscariage, 17% 
had anxieties concerning the effects of this on the present 
pregnancy.
From table 4.viii. the category anxiety at second contact shews 
that a large proportion of women are slightly anxious. None of the 
women were extremely anxious unlike at first contact. The reasons 
freely given for anxiety at second contact are listed in table 
4.x, As before, if more than one reason was nominated only the 
first was considered.
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Table 4.x. Reasons freely given for anxiety at second coniact
Percentleason
beeason
r 1 n
Setting bab
th
ec
Abnormal
Not anxiou use
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It can be noted from these results that anxiety about abnormality 
in the baby decreased, whilst an increased number of women
expressed fears about labour. A n •increased. number of women were 
also anxious about their ill-health during pregnancy. Giying up 
work and economical reasons were of concern to women at both first 
and second contact.
The women were also asked t 
the past year to note whe 
reflection of past anxieti 
connected to pregnancy.
o rate how anxious they had been over
tner pressnr anxiety ratings
and therefore, not
The codes for ratings of a five point scale were:-
Not at all anxiou: 
siightly anxious 
moderately anxious 
very anxious
=  1
TO,
The percentage repl-iee tor each category we^ e
Not at all anxious in the past year (44%); slightly anxious in the 
past year (43%); moderately anxious in the past year (11%); very 
anxious in the past year (2%) and extremely anxious in the past 
year (0%).
Therefore the majority of women (87%) were not at all- to slightly 
anxious over the past year. 2% of the women who answered 'very 
anxious" freely gave reasons for this, as did 4% of the women who 
gave the answer "moderately anxious". The reasons were death in 
the family (4%) and moving house (2%).
The women were also asked to rate how depressed they had been over 
the past year, also on a five point scale . The coding of the 
scale is as for the five point anxiety scale, and the results for 
each category were:-
Not at all depressed in the past year (69%); slightly depressed 
(22%); moderately depressed (7%); very depressed (2%); extremely 
depressed (0%).
Again reasons for- moderate and extreme ratings of depression were 
given freely by the same 4% of women who gave the same answers for 
previous anxiety - i.e. death in the family. 2% said they were 
moderately depressed because they had lost their jobs.
None of the women had sought professional help for anxiety and 
depression in the year prior to pregnancy.
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In the second set of questionnaires, the women were asked if they 
had someone to help them with their anxieties over the pregnancy. 
The women had a forced choice selection of answers which were - 
professionals , non-professionals, and both. The replies given 
were :-
Professionals (0%); Non-professionals (13%); Both (70%).
This means that 17% of the women had no-one to help them with 
anxieties over their pregnancy.
.5.b. The Leeds Questionnaire
A two tailed t-test was carried out to compare the re 
general scores on the Leeds Scale at first and second con) 
results are listed in Table 4.xi.
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Table 4.xi. Results of the two tailed t-test carried out 
general scores of the Leeds Scales (1st & 2nd contact)
the
Mean score Sd Median 2 tail prob
■ irst contact IS.26
second contact 20.22
17
9.54 19 n .s
The results indicate that there is no significant change 
at first and second contact. Therefor 
hat there would behypothesis change with
un the specific scales, the percentage women scoring 7 
were compared ( 7 is the cut-off point in both specific sc
73
Two-tailed paired t-tests were carried out to note any changes at 
first and second contact. These results are tabulated in table 
4.xii.
Table 4.x i i. Scores on the Specific Scales of the Leeds 
Questionnaire and paired t-test analyses.
Mean
!nd contact
l O !
An
iiipt
symptoms measured using items 4,10,13,15,17,19,and :^ 0 
tne Leeds Sea Ie)
The results indicate that no change in depression and anxiety as 
measured by the subscales of the Leeds Questionnaire 
increasing time in this sample of women. However,
isee Appendix J.ii. tor 
A significant increase
reliability of these two subscale are poor 
reliability analyses of the Leeds Scale), 
in physical symptoms can be noted over the period of time studied.
Since the score of 17 was the median in the Leeds Scale scores at
first contact, women were divided into those who scored above this
Ih.
score (high anxiety/depression) and those who scored below (low 
anxiety/depression). Factors associated with high and low scorers 
were then assessed using two tailed t-tests. The results of these 
analyses are listed in table 4.xiii.
Table 4.xiii.
Factors associated with women scoring values higher than 17 and 
lower than 17 on the Leeds Scale at first contact using t-tests.
Factors
17 or highe
for women scoring 
lower than 17
2 tail prob
FHLC
Internal 7.05 7.75 0.431 n . s .
Powerful
Others 16 .06 16.92 0.982 n . s .
38.15
Medical view 
of pregnancy 1 .56 1 .81 n . s s
Medical view 
of childbirth 1 .74 1 .88 0.236
Perceived
support 1 . O'6 1 .00 0.326 n . s .
Marital
status 2.25 2.15 0.501 n . s .
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Therefore there do not seem to be any factors associated with high 
and low scores on the Leeds at first contact.
At second contact, the median on the Leeds scale was 19. Therefore 
women scoring above and below this were compared on various 
factors using two tailed t-tests. The results of these analyses 
are listed in Table 4.xiv .
Table 4.xiv Factors associated with women scoring above and below 
19 on the Leeds scale at second contact.
-actors or women scoring 2 tai prob .
_ — —
It and above below 19 iI
-HLC
Internal 41.40 39.79 0.377 n . s .
Powerful
pthers 24.70 24.58 0.966 n . s .
Chance 25.20 24.67 0.834 n « s .
Medical view
bf pregnancy 1 .77 1 .88 0.305 n.s.
Medical view 
of childbirth 1 .87 1 .88 0.929
1
n . s . j
i
As with the first contact, no factors are associated with high and 
low scores on the Leeds scale at second contact.
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To note whether externalisers show a reduction in anxiety levels 
and internalisers show an increase in anxiety levels, women 
scoring above and below the median scores of the FHLC scales are 
compared with women scoring above and below the median scores of 
the Leeds scales at first and second contact. A two tailed t-test 
is used to compare this. The result are shown in table 4.xv
Table 4.XV. Relationship between Internalisers ( I ) ,
External isers (E) and high and low scores on the Leeds Scales at 
first and second contact.
Mean ore
con
LS:
Therefore no change is noted in anxiet 
increasing time and contact with t 
externalisers or internalisers.
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A two tailed t-test was carried out to test whether women with a 
history of abortion/miscarriage had higher levels of 
anKiety/depression on the Leeds Questionnaire than women who had 
no such history. The results of the analyses are listed in Table 
4. X V i .
Table 4.xvi. Changes in Leeds scores of women with and without a 
history of abortion/miscarriage, analysis using a t-test.
hist cr­
ab
O t
10:
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There is no difference between the anxiety/depression of scores of 
women with a history of abort ion/miscarriage and without such a 
history at first contact. Therefore the hypothesis that women with 
a history of abort ion/miscarriage would be more anxious than 
women with no such history at first contact is not noted. However, 
at second contact, it appears that women without a history of
abortion/miscarriage are more anxious.lt is not clear why this i ■=
If changes in scores within each group are noted, i.e. changes in 
anxiety/depression at first and second contact among women who 
have a history of abort ion/miscarriage and changes among those who 
haven't, it can be seen that there is no change in anxiety levels 
in women with a history of abortion/miscarriage with increasing 
time. However 5 an increase in anxiety levels in women with no such 
history is noted with increasing time.
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4.6. SUMMARY OF RESULTS AS COMPARED WITH THE HYPOTHESES.
HI:
"With increasing contact with the hospital & the medical 
profession women's views of pregnancy will change . Pregnancy will 
start off by being seen as a 'normal ' condition and will move to 
be associated with illness conditions."
This was not noted in the results. What was noted was that this 
sample of women started off by seeing pregnancy as a condition 
requiring medical containment (i.e. hospital care and medical 
supervision). However, as predicted, with increasing contact with 
the hospital this view moved to be associated with medical 
conditions requiring medical treatment and drugs and medication.
H2;
"Women with a history of abortion/miscarriage will have more of a 
medical view of pregnncv than women with
The was not noted at first contact. However, at second contact 
women with a previous history of abortion/miscarriage snowed 
more medical view than women with no such history, “his i \ 
interpreted in terms of more medical attention and cars b6:n< 
given to women with a previous history of abortion/miscarriage.
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H3:
"There will be no single type of response to ultrasound screening 
but those who will prefer this type of screening will be women 
with a previous history of abort ion/miscarriage"
This was not noted from this study. What was noted was that el 
women were in favour of ultrasound screening.
H4:
"With increasing contact with the hu 
overall shift in belief in internal 
belief in external control"
1 , there wil
This was not noted from the result: 
fats/chance (external) and with
:. What was noted w 
sting control into
ol into the hands
H5:
'Wicn increasing contact with the hospital the scores
internal subscale of the FHLC will decrease"
No change was noted in the scores of the internal 
FHLC with increasing hospital contact.
83
H6:
With increasing contact with the hospital the scores on the 
powerful others subscale of the FHLC will increase"
This hypothesis was confirmed in this study.
H7:
"Women with a history of abort ion/miscarriage will score higher 
than women with no such history on the powerful others subscaie"
No change was noted in the scores on the powerful others subscais. 
between women with and without a previous history of 
abort ion/miscarriage.
H8:
"Women with a history of abortion/miscarriage will score higher 
than women with no such history on the chance subscale"
No change was noted in the scores on the chance subscale between 
women with and without a previous history of abortion/miscarriage.
H9:
"There will be a change in psychological state as measured by the 
Leeds Questionnaire over the three month period the women are 
studied"
No change in psychclcgical state was noted over the time cerioc 
studied.
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HIO:
"Externalisers will show a reduction in anxiety, whilst
internalisers will show an increase in anxiety with increasing 
contact with the hospital"
No change in anxiety levels was noted in internalisers and 
externalisers with increasing hospital contact.
Hll :
"Women with a history of abortion/miscarriage will have higher 
levels of anxiety/depression than women who haven't had such a 
history at first contact"
This was not noted. At second contact however, women with a
history of abortion/miscarriage showed lowe^ levels of anxietv.
H12:
" With increasing contact with the hospital, women with a histc^ v 
of abortion/miscarriage will show greater reduccicn in anxiscx 
levels than women with no such history "
No changes in anxiety levels were noted in women with a histcrv
of abortion/miscarriage with increasing contact with the hospital . 
However, an increased level of anxiety was noted in women with no 
histcrv of abortion/miscarriage with increased time.
CHAPTER FIVE
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DISCUSSION
5.1 Women's views of pregnancy
The results indicate that this sample of women start by viewing 
pregnancy (and childbirth) as a condition requiring medical 
supervision and hospital care (i.e. medical containment) . This 
view then moves with time to be associated with illness conditions 
requiring medical treatment and drugs/medication. This finding is 
therefore different to the finding obtained in Summer's(1986) 
study where childbirth was seen as an illness condition in health. 
However, the differences may be attributable to the differences in 
the samples used. The women for this sudy were selected from a 
hospital antenatal clinic. The sample in Summer's (1986) stucy 
were from the NHS Childbirth Preparation Fund. This mav have 
therefore, included women less in favour or the medical mccsi of 
pregnancy. Summer's study was also conducted in a less clinical 
environment (i.e. G.P's surgeries). In addition direct comparison 
of results is not possible, since Summers used a mixed sample of 
21 primiparecus women and 55 multipareous women who were in their 
third trimester as opposed to primipareous women in their first 
trimester in the present study. Summers also did not consider 
pregnancy as a category. It may be that the women who took carp in
Qh.
the present study were these who believed more in the medical 
model, those who didn't, not bothering to reply.
Very few factors were associated with a medical view. Rosengren's 
(1961) finding that women who percerved pregnancy as an illness 
condition had a less supportive network could not be found in this 
study. Whilst it was thought that women with a history of 
abort ion/miscarriage may have a more medical view of pregnancy, 
this was not found to be true at first contact. However, thev die 
show a more medical view at second contact. This may be due to the 
hospital emphasising their care and attention towards these women 
who may be seen as being of higher risk.
5.2. Attitude to Ultrasound Screening
As predicted a large number of women (70% of the sample) nac not 
requested ultrasound screening but contrary to the prediction, all 
the women stated that they wished to be screened. This views fits 
in with the women's medical views of pregnancy» In addition, 
Starkman's prediction of screening promoting anxiety if the "sascn 
for it was unknown, was not noted from this study.
Apart from screening serving it's main -unction of confirming tne 
presence or absence of foetal abnormalities, it appeared from tne 
results that ultrasound screening also served other functions. One 
of the most common of these functions was making women realise
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that they were "really pregnant" and by also increasing parental 
responsibility. This can be interpreted as serving the function of 
increasing internal control over the pregnancy, although a few 
women perceved ultrasound screening as an extension of the 
hospital monitoring their progress.
In terms of Starkman's categories, the categories that were 
confirmed in this study of 'low risk' women were:-
The monitor as a source of comfort and protection.
Tne monitor as an extension of the pregnant woman.
The monitor as an extension of the infant.
In addition other categories revealed from the present study are:-
i.The monitor as an aid in increasing responsibi1ity
This was noted through the women's acceptance that they were 
really pregnant and also by realising parental responsibilities. 
However, whether the monitor accelerates what is a 'normal' 
adjustment process is not known.
This function of the monitor may serve as facilitative in the 
evolution of maternal attachment to the neonate (Barnard, 1974). 
For example, Klaus & Kennel 1 (1976) have identified a number of
events important in the development of maternal attachment to the 
neonate, among these is foetal movement perception which they 
believe • prepares a mother for the birth and the physical 
separation of the child and with it the prospect of motherhood.
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The additional sensory information of seeing the foetus in utero 
through ultrasound may augment this awareness.
ii.The monitor as providing 'psychological safety' in terms of 
anxiety reduction.
Both women with and without a history of abortion/miscarriage said 
that ultrasound screening helped reduce their anxiety.
No overt negative feelings towards the monitor were noted.
The results of this study cannot predict the effects ultrasound 
screening may have on increasing medical dependency, since it mav 
be contact with the hospital per say, as opposed to what is done 
within the hospital that affects the women's view of pregnancy.
5.3 The Foetal Locus of Control
No change in the locus of control was noted at both contacts,
one type of external control to another, namely from chance to 
powerful others. This was common to both women with and without a 
history of abortion/miscarriage. In terms of comparing the presen- 
sample of women to the original samole used by Labs & Wurtele 
(1986), it appeared that the present sample of women scored less 
than the original sample on the internal subscaie and the powerful 
others subscai e at first contact whilst scoring highei^ on the 
chance subscale. At second contact, the women in this sample
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subscale. It is again, however, difficult to compare the results 
of the two samples with one another since the original sample had
in their third trimesters.
The increase in the scores of the powerful others subscale with 
time may be related to the women's increased medical view of 
pregnancy.
Whilst externality in this sample could not be associated with 
anxiety/depression, previous studies have emphasised the role of 
externality in pregnancy and postnatal depression (Little et 
al,1981; Hayworth,1986). Therefore should the medical model of 
pregnancy foster externality, then this may have implications on 
psychological state postnatal 1 y .
Many studies on mother's health related behaviour (Babson, 
Pernol1, Benda & Simpson,1980; Abel 1980; Harlap & Shlono, 1980; 
Kalter & Warkany, 1983; Winick, 1981) were reviewed in the 
introduction due to their effects on the foetus. Therefore if 
many women believe the health of their baby to lie in the hands of 
fate or powerful others, this could lead to neglecting their own 
and also their baby's health.
Control was also seen as being an important factor in successful 
childbirth experiences (Butani & Hodnett, 1980; Humnick & Bugen, 
1981). If externality is fostered through the medical approach to
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pregnancy, then this may lead to a loss or lack of control during 
childbirth.
Perhaps the obtained results are common to primipareous women who 
are unsure of what to expect during their first pregnancy and are 
therefore more easily influenced. If this is the case, then even 
more care should be taken on how womens views of pregnancy may be 
influenced in order to ensure that they take maximum care of 
themselves and their babies.
The results obtained may reflect social desireability since the 
women may have felt the need to give positive responses about the 
hospital since they were being monitored there.
were noted in this sample of women over the period studied. 
Although risk factors associated with the development of neurotic 
disorders in pregnancy were reviewed in the introduction 
(Ell lot,1984; Kumar & Robson, 1978; Mcneil et al, 1984; Bueshing 
et al ,1986; O'Hara, 1986; Zajicek & Wolkind, 1978, etc) no risk 
factors were seen to be associated with psychological state in 
this study.
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An increased number of physioigical symptoms were however noted 
across the period studied, especially tiredness and lethargy 
(Kumar, 1982); appetite changes (Trethowan & Dickens, 1972); and 
nausea and vomiting (Fair-weather, 1982) . The presence of these 
symptoms question the usefulness of psychological measures of, 
anxiety and depression that do not control for physical symptoms, 
when measuring psychological state during pregnancy. It also 
questions whether women's views of pregnancy change into a medical 
one due to the presence of an increased number of physiological 
symptoms.
It was noted that women had specific anxieties at both cc 
These were mainly associated with their obstetric his'
practical adjustment. With ig time, fear about ths 
that pregnant women have i 
anxiety confirms the find
1955; Sherefsky, 1974; Campbell, 1983). It see 
that pregnant women have the opportunity 
anxieties and it is concerning to note that 17% of the 
stated that they had no one to express such anxieties to.
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5.5 Limitations of the study
This study has a number of limitations. The sample is not a very 
large one and the subjects not very heterogeneous. This means that 
generalizations should be made with caution and that the results 
obtained from the various statistical analyses unstable.
To study the effects of the hospital, women should have been 
selected prior to coming to the hospital, since those who were 
seen at the first contact, had already arrived at hospital and 
were therefore a biased sample. The first and second contact 
measures were also made fairly close together due to the time 
limitation of this study. A larger time gap may have given clearer 
changes. In addition, it would have been useful to study changes 
occuring in these measures throughout the trimesters and also 
postnatally, and also compare differences between primipareous and 
multipareous women.
However, if seen as a pilot study, the results indicate some 
interesting findings such as for example views of pregnancy, ano 
the effects hospitals may have on such views,view to ultrasound 
screening in 'low risk' women, how the foetal locus of contre' may 
be affected by the hospital,etc.
CHARTETFR ht y
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CONCLUSION
From the start, this sample of women show a medical view of 
pregnancy, seeing it as requiring medical supervision and hospital 
care. With increasing time this view moves even closer to being 
seen as associated with illness conditions. The women in this 
study seem to like the high technological approach to pregnancy 
and have a very positive response to ultrasound screening. 
Ultrasound screening appears to have many other functions apart 
from the main one of confirming the presence of foetal 
abnormalities, such as for example, confirming the baby's 
presence, parental responsibi1ity,etc.
This medical view of pregnancy does not appear to affect women's 
psychological state. However, it may affect how a woman sees 
herself as being in control. This sample of women start off with a 
high belief in external control, in particular a belief in control 
by chance and fate which changes with increasing contact with the 
hospital to belief in the control of powerful others. This belief 
in external control may have implications in terms of control 
during childbirth and postnatal depression.
No generalised anxiety is noted, but it is noted that women have 
specific anxieties relating to the pregnancy and chi'dbirth 
process and to being able to cope with a baby.
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This study on the interactions between a pregnant woman's 
psychological state and the medical environment may serve as an 
appropriate basis for the effective treatment of clinical problems 
arising in the area of psychosomatic obstetrics and gynaecology. 
It is important to know whether today's care for the pregnane 
woman aimed at 'physical safety' , also brings about 
'psychological safety.'
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APPEND II
APPENDIX ONE
MEASURES
109.
CONFIDENTIAL
THIS STUDY IS BEING CARRIED OUT BY A PSYCHOLOGIST TO INVESTIGATE 
THE PSYCHOLOGICAL NEEDS OF PREGNANT WOMEN IN ORDER THAT SERVICES 
CAN BE IMPROVED TO SUIT THE FEEÎST TIME MOTHER-TO-BE AS CLOSELY 
AS POSSIBLE. IT IS THEREFORE VITAL THAT AS MANY WOMEN AS POSSIBLE 
TAKE PART IN THIS STUDY SINCE THE MORE RESULTS THERE ARE THE 
BETTER WE KNOW WHAT A RANGE OF NEEDS PREGNANT WOMEN HAVE.
ALL THE INFORMATION YOU PROVIDE WILL BE PRIVATE AND CONFIDENTIAL 
AND NO ACCESS WILL BE GIVEN TO ANY INDIVIDUAL REPLIES. ONLY A 
FINAL TOTAL RESULT BASED ON ALL REPLIES WILL BE GIVEN TO THE 
HOSPITAL.
IF YOU WOULD LIKE TO TAKE PART IN THIS SURVEY ALL YOU HAVE TO DO 
IS TO COMPLETE THE FOLLOWING QUESTIONNAIRE TO THE BEST OF YOUR 
ABILITY AND IN YOUR OWN TIME AND THEN POST THEM IN THE STAMPED, 
SELF-ADDRESSED ENVELOPE PROVIDED. YOUR REPLY IS REALLY IMPORTANT 
SO PLEASE SEND BACK YOUR COMPLETED FORM AS SOON AS POSSIBLE.
YOUR ONLY OTHER COMMITTMENT TO THIS STUDY WILL BE TO COMPLETE 
ANOTHER BATCH OF QUESTIONNAIRES WHICH WILL BE POSTED TO YOU IN 
A FEW WEEKS TIME. FOR THIS REASON ONLY YOUR NAME AND ADDRESS 
WILL BE REQUIRED.
THANK YOU FOR TAKING THE TIME TO READ THROUGH THIS INTRODUCTION.
I HOPE YOU WILL PARTICIPATE IN THE SURVEY. YOUR HELP IS GREATLY 
APPRECIATED.
PRIVATE & CONFIDENTIAL
NAME: ...............
ADDRESS:.............
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(1)
ID rn
Card No
= n 1-3k
1.
2.
3.
k.
5.
6.
7.
8. 
9.
YOUR AGE
IS THIS YOUR FIRST VISIT TO HOSPITAL REGARDING THIS 
PREGNANCY?(Please circle answer)
HOW MANY WEEKS ADVANCED IS YOUR PREŒANCY? 
(approximate length of time if unsure)
IS THIS YOUR FIRST PREGNANCY? (Please circle 
answer)
YES
NO
YES
NO
IF THE ANSWER TO QUESTION (4) ABOVE IS 'NO', HAVE
YOU HAD ANY OF THE FOLLOWING?(Please circle answer) ABORTION
MISCARRIAGE
WHAT IS YOUR OCCUPATION/PROFESSION?
HAVE YOU BEEN ON FERTIMTY TREATMENT WITH REGARDS 
TEES PREGNANCY?(Please circle answer)
WHICH ONE OF THE FOLLOWING APPLIES TO YOU? 
(please circle answer)
REGARDS TEES PREGNANCY? (please circle answer)
10. ARE YOU, YOUR PARENTS/SIBLENGS OR PARTNER IN
A HEALTH CARE PROFESSION? eg.Medicine, Nursing, 
etc.(please circle answer)
answer
12. WHY? ...............................
13. HOW ANXIOUS HAVE YOU BEEN OVER THE LAST YEAR?
14. HOW DEPRESSED HAVE YOU BEEN OVER THE LAST YEAR?
15. DID YOU SEEK/ARE. YOB SEEKING^ANY PROFESSIONAL 
HELP WITH REGARDS ANY DEPRESSION/ANXIETY? 
(please circle answer)
YES 1
NO 2 13
SINGLE 1
MARRIED 2
CO-HABITEE 3 I k
m  YES 1
NO 2 15
YES 1
NO 2 16
NOT AT ALL 1
SLIGHTLY 2
MODERATELY 3
VERY h
EXTREMELY 5 17n “
NOT AT ALL 1
SLIGHTLY 2
MODERATELY 3
VERY k
EXTREMELY 5 19
NOT AT ALL 1
SLIGHTLY 2
MODERATELY 3
VERY k
EXTREMELY 5 20
YES 1
NO 2 21
Please do no 
write in thi 
column 
OFFICE USE 0
7
8-9
10
11
12
]. il ]]]
I
9
I
I
I
I 
I
I
I
H OJ 
II II
0) n
11 
II
II
bo a
O 0)
3 5
o cyis;
]. ill 112
SCREENING QUESTIONNAIRE 
PLEASE CIRCLE YOUR ANSWER.
1. Did you undergo an ultrasound scanning test for YES
this pregnancy? NO
2. Was this a procedure you requested? YES
NO
3. Was this a procedure you wished to have even if YES
you didn't request it? NO
U. Did you know why you were heing screened? YES
NO
5- Do you think screening is a good thing? YES
NO
6, Could you "briefly state the reason for your
answer..................................................
T. Were you more anxious when you were undergoing this YES
procedure than at other times? NO
8. Could you "briefly state the reason for your answer.........
9- Would you recommend that all pregnant women have this YES
procedure carried out routinely? NO
10. Has the screening procedure helped you in any way? YES
NO
11. Could you "briefly state the reason for your above answer....
OFFICE USE 
bNLY
□
11
12
13
I k
15
16
IT
18
19
20
21
]. iv. 223
PLEASE WRITE IN EACH GIVEN BOX THE NUMBER FROM 0-9 THAT BEST 
CORRESPONDS TO YOUR ATTITUDE AT PRESENT TO EACH GIVM STATEMENT. 
THE SCALE RANGES FRCM 0=STR0NGLY DISAGREE TO 9= STRONGLY AGREE, 
i.e.
■ t
0 1 
Strongly 
Disagree
9
Strongly
Agree
^y attending Prenatal Classes tan^t by congetant Health 
Professionals, I can greatly increase the odds of having 
a healthy normal baby.
Even if I take excellent care of nyself when I am pregnant. 
Elate will determine whether ay child will be normal or 
abnormal.
baby will be b o m  healthy only if I do everything my 
Doctor tells me to do when I am pregnant.
If ny baby is unhealthy or abnormal, nature intended it to 
be that way.
The care I receive from Health Professionals is what is 
responsible for the health of ay unborn baby.
Hy unborn child's health can be seriously affected by ny 
dietary intake during pregnancy.
Health Professionals are responsible for the health of ay 
unborn child.
D
□n
□D□
If I get sick during pregnancy, consulting ay Doctor is the _—  
best thing I can do to protect the health of ay unborn child J .
No aatter what I do when I am pregnant, the laws of nature 
decide on whether or not ay child will be normal.
Doctors and Nurses are the only ones coaçetant to give me 
advice concerning ay behaviour during pregnancy.
God will determine the health of ay child.
Learning how to care for ayself before I become pregnant 
helps ay child to be born healthy.
My baby's health is in the hands of Health Professionals.
Elate deteraiines the health of ay unborn child.
What I do ri^t up to the time ay baby is born can affect 
ay baby's health.
Having a miscarriage means to me that ay baby vas not 
destined to live.
Before becoming pregnant, I should learn what specific 
things I should and shouldn't do in order to have a 
healthy, normal baby.
Only qualified Health Professionals should tell me what I 
should and shouldn't do when I am pregnant.
Cl 52
c 53
p 54
c 55
fp 56
U 57
□ 58
□ 59
□ 60
n 61
Office U s e  
hk
45
46
47
48
49
50
51
LEEDS QUESTIONNAIRE
Belov is a list of statements about hov you might be feeling.
Please read each one and decide if 
feel today. Circle one of the nurabe 
best-applies to you.
•Code: 1* Definitely 2=Sometlaea 3=Hot Much U= Rot at All 
DEFINITELY SOMETIMES NOT MUCH NOT AT ALL
1. I feel miserable and sad
2. I find it easy to do the 
things I used to
3. I get very frightened or 
panic feelings for 
apparently no reason at 
all
I have weeping spells, or 
feel like it
5. I still enjoy the things 
I used to
6. I am restless and can't 
keep still.
7. I can get off to sleep 
easily without sleeping 
tablets
8. I feel anxious when I 
go out of the house on 
my own.
9. I have lost interest in 
things.
10. I get tired for no reason
11. I am more irritable than 
usual
12. I wake up early and then 
sleep badly for the rest 
of the night
13. I have a good appetite
lit. I feel in some way to 
blame for the way I am
1$. I get bad headaches
16. I feel life is not worth 
living
17. I get palpitations or 
sensation of 'butterflies' 
in my stomach or chest
18. 1 often think I have done 
wrong
19. I feel sleepy during the 
day
20. I get dizzy attacks or 
feel unsteady
21. I feel scared or 
frightened
22. I feel tense or 
wound up.
t applies to how you 
s in each statement column that
V. ]]4
Office Use
— r j 2 2  
□  2^
[ 31
CD 32 
□  33
I '13“*
□)35
CZ|36 
0 3 7  
136
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PRIVATE & COWi«'lDERTIAL
TEARK YOU FOR TAKIRG PART IR THE FIRST PART OF THE SURVEY OR WCMER'S 
PSYCHOLOGICAL REEDS DURIRG PREGRARCY.
THIS IS THE CORCLÜDIRG SECTIOR ARD IT IS IMPORTART THAT YOU CCMPLETE 
THIS ARD FORWARD IT AS SOOR AS POSSIBLE IR ORDER TO FOLLOW THROUGH 
YOUR ARSWERS FROM THE FIRST BATCH OF QUESTIORRAIRES YOU COMPLETED.
PLEASE ARSWER ALL THE QUESTIORRAIRES AS APPLICABLE TO YOU AT THE PRESENT 
MQMERT. DO ROT TRY TO DUPLICATE THE ARSWERS YOU GAVE TO THE FIRST 
PART OF THIS SURVEY SIRCE IT IS CHARGE OVER TIME THAT IS BEIRG MEASURED.
AS BEFORE, PLEASE RETURR YOUR COMPLETED QUESTIORRAIRES IR THE SELF 
ADDRESSED ARD STAMPED ERVELOPED PROVIDED ARD YOUR EARLIEST REPLY WOULD 
BE VERY MUCH APPRECIATED.
THARK YOU VERY MUCH IRDEED FOR YOUR ASSISTARCE IR CŒ4PLETIRG THIS SURVEY.
]. vi. ]]6
PRIVATE & CONFIDENTIAL ID
Card No:
1-3
k
OFFICE USE
Your Name ..............
1. No: of veeks pregnant
2. How anxious are you at the moment?(please circle 
answer)
3. Why did you give the above answer?,
not at all 1
sli^tly 2
moderately 3
very h
extremely 5
□
h . If you have any anxieties or worries over your 
pregnancy, have you anyone you can depend on 
to relieve you of some of these?(circle answer)
Yes
No
5- If your answer to the above question (4) was *yes* ,
could you please state who. ^Professionals
Non-Professionals
Both
ONLY
5-6
8
10
APPENDIX TWO
DATA FROM ORIGINAL STUDIES
Instructions 117
Along tho top of this tabla ar.e the names of a number of different physical 
•Btotsa (s.g. childbirth. broKan leg, etc.). Along the eldo of tha table ar@ 
# nifber of statamonts. What wa would llKo you to do la to toll us how much 
you think each stotoment applies to each ono of the physical states, For 
G)templ8, if you totally agree that childbirth in the U.K. requires hospital 
oara, then write the number ^  in tha box. If you totally diaagree, write 
the mmber 7^ - or if you Just* agree, write the nunbcr ^  •
Totally Strongly 
Agree Agree
1 2
Agroa Neutral Disagree Strongly Totally
Oiaagrae Disagree
3 4 5 ’ • S 7
1
t g a  
?  1  E
rS C  3
q
JC JJ o
U  -rl O
bO
o
«H
c
OB
o
uto
-  !
. « '1
ts>
i
X3a
u-
* -
S'S
^  Q-
a
•tJ
«H
U
•H
• XI 
t l  
O 
CL
a.
<
1
to
c
«Ho
bO
<
OS
ucej
U
I
n
ta
2
4J
cn
3
rH
u .
j im
3  *rl I 
» 
!
• 1 . requires hospital care
1
1
2 carrlea risks ;
3 rsquirea medical 
treatment’
. 4. is a painful.experience •
5. ' changes your Ufa 
. canplstaly
• .
6 .  • is m a fearful, 
experience '
;
.7. ,haa a predictable course •• 1
8. . should be supervised by ' 
padical experts
9. would meek advice about 
' it frcnj friends/relatives •
1 0 . ^  under your own control •
1 1 . pequlrss drugs, medication
•
1 2 . does not require use of 
■ surgical instruments and 
equipment I • I ■ 1
1 3 . is an unpleasant experience
•
1
1
I
14. the mol's you know In advoncf 
the better it is for you
3 1
1
•
i
i
1
•
.
i
i
i
i
•
i . ' 1
APPENDIX THREE
RELIABILITY ANALYSES OF SCALES
328
Seal e Mean Var sd
1
18.26 94.61
I
9.73 22
SAD 1 3.44 7.95 2.82 6 0.5534
SAAl 3.85 10.51 :3.24 6
Physical 1 7.04 13.06 3.61 ! 7 0.6367
Leeds 2
i
i
20.22 91 .08 9.54 0.8244
bAD2
i
3.65 3.35 2.89 6 0.5674
|sAA2
1
4.24 9.62 3.10 6 0.6011
1
Physical 2
i
8.69 11.20 j
1
3.35 7
i
0.5684
(where 1 = first contact ; 2 = second contact
SAD = depression specific scale; SAA = anxiety specific scale; 
Physical = physical symptoms)
339 .
Appendix 3.i i Reliability bca I e
Mean variabies ai pn
r Î-1LL- i 91.59 .394.77 T9.8'
internal 38.37 54.31
lhance 36.33 : 151.96 12.33
Others l6.HV . 113.46 0.7963
PHLC 2
Chance
[Others
'-'ü . A U
Internai 40.69
194.70 13.95 ; 18
38.97 : 6.24 . 6
24.96 83.24 9.12
24.65 : 98.95 , 9.9=
0.6230
i 0.5218
0.7917
0.8406
(where 1= -first contact ; 2 = second contact)
UNIVERSITY OF SURREY LIBRARY
